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Stnce the opening of the new Maternity in Montreal, October 1905, 
there have been treated 2,350 cases, and among these there 
have been 43 patients with convulsions. Four of these could 
not be classed as eclamptics; two patients were epileptics and had 
typical convulsions during pregnancy; another was a hysterical 
girl, four months pregnant, whose convulsions could be induced by 
suggestion; while the fourth, a patient who developed convulsions 
during the puerperium, showed at the autopsy neither the ordinary 
lesions of eclampsia in the liver, nor those of nephritis. This case 
has already been reported as a pathological anomaly to the Montreal 
Medical Society by Dr. Klotz.!. To the remaining 39—1°66 per cent. 
of all admissions—I have added one further case of post partum 
eclampsia which I saw, within the last few weeks, outside the - 
hospital, and have based the following review upon the series of 
forty cases. 

Though all of the forty cases are classed as eclampsia, justifiably, 
since eclampsia means, clinically, convulsions, it is not to be assumed 
that the disease always presented similar characteristics; and had we 
been able to study the pathological lesions present, these would no 
doubt have varied greatly. Few now hold to the renal origin of true 
eclampsia, yet a differentiation of uremic convulsions from convul- 
sions due to necroses in the liver with superadded renal symptoms, is 
always difficult, often impossible. Convulsions may occur during 
pregnancy as the result of an old unsuspected nephritis, while 
patients with marked nephritis may go to term with excessively high 
arterial tension and sometimes complete suppression of urine, and yet 


* Based on a series of forty cases from the Montreal Maternity by courtesy of 
Prof. J. C. Cameron, and read before the Ontario Medical Association at Toronto, 
Canada, June Ist, 1909. 
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have no convulsions. The differentiation of eclampsia from epilepsy, 
may, as Jardine? has noted, be difficult; particularly when con- 
vulsions occur during labour or the puerperium. In two instances, 
patients with a previous history of epilepsy, yet with high blood 
pressure, marked albuminuria and, in one instance, a coagulation 
time of 2°25 minutes, had what were undoubtedly eclamptic con- 
vulsions and were treated as eclamptics with good result. 

The division of these cases into ante, intra and post partum, is 
difficult. Nine (22°5 per cent.) were post partum and ten of the re- 
maining 31 were in women at term. In most instances labour was 
in progress when the patient was first seen, and it would seem, that, 
in true eclampsia labour starts with or before the onset of con- 
vulsions. This makes the division into “antepartum” and “intra- 
partum” difficult, and a more reasonable classification is suggested as 
follows :— 


(a) Eclampsia in patients before term, 21—52'5 per cent. 

(6) Eclampsia in patients at term; 10—25 per cent. 

(c) Eclampsia in patients after confinement, 9—22°5 per cent. 
Subdivision of (a) and (6) could then be made according as the 
patient was in labour or not. 

It is interesting to note that 32 of 40 cases (80 per cent.) occurred 
between October Ist and March 31st; and, while the incidence of 
the disease in Montreal is no greater than in many places with a 
milder climate—for example, Florence, (Cova*)—yet it would seem 
that the severity of the winter and the difficulty of access to out- 
house and lavatory, with consequent tendency to chronic constipa- 
tion, may, in some measure, account for the greater frequency of the 
condition during this season of the year. 

We have noticed no variation from the usual premonitory 
symptoms, and albumen was present in the urine in all the cases. 
Incidentally, the pelvis was normal in every instance. When a 
definite history could be obtained, severe epigastric pain was always 
noted, but in many instances a history was difficult to obtain, as 
the patients regained full consciousness only 48—73 hours after 
confinement, and then had no recollection of anything that had 
occurred during 24 hours or more previous to the onset of convul- 
sions Persistent nausea and vomiting was frequently noted; but 
in only one instance was there a history of disturbed vision. The 
blood pressure varied usually between 160—200mm., though in 
three instances it was recorded as 125, 133, and 150 mm. respectively. 
Dr. Graham was good enough to make observations on the coagulation 
time of the blood in five cases, and all showed marked decrease to a 
time varying between 2} and 2} minutes.* This time gradually 


* Measurements made with Boggs’ Modification of the Brodie-Russell instrument 
which, according to Hinman and Sladen,”* shows the normal time to be 5-8 minutes. 
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increased with improvement of the patient and seemed a reliable 
guide to her general condition. 

Now while these cases have been quite unexceptional, so far as 
symptoms have been concerned, they have been exceptional in that 
but four of forty—10 per cent.—have died; a fact, which seems to 
justify some extensive consideration of the treatment employed. 

The fatal cases were as follows— 


Case 1. A.O’H., aged 26, primipara, admitted June 13, 1907, 
in deep coma after three convulsions; child in L.0.A., fcetal heart 
96 per minute. Her physician reported that there was no evidence 
of the onset of labour, and on this account and on account of the 
evidently serious condition of the child, it was felt that immediate 
delivery was not indicated. In spite of sweating and the removal of 
1000 ce. of blood from the fore-arm, there were three further con- 
vulsions, and immediate delivery was decided upon, particularly as 
the urine was almost black, and contained blood, hyaline and 
granular casts. 

The cervix, which was soft and partially thinned out, was easily 
dilated, and the child was turned and extracted. It was dead. A 
slight laceration of the cervix was repaired with catgut, after which 
the patient was infused and transfused and given another sweat bath. 
Her general condition improved slightly, but she developed marked 
jaundice, and there was almost complete suppression of urine. At 
the same time ascites developed and contra-indicated further 
administration of fluid. She died suddenly on the third day, 
having been conscious from the time of delivery. An autopsy was 
performed by Prof. Adami, who considered the cause of death to be 
acute yellow atrophy of the liver. 


Case 1. B.G., aged 35, sextipara, admitted to the Hospital 
January 24, 1908, had five convulsions at her home, and three more 
after admission to the Hospital and before delivery by forceps after 
manual dilatation of the cervix. The operation was fairly easy and 
the child was born alive. The patient lost a large quantity of blood 
at the operation, but in spite of the delivery and this loss of blood, 
she had two further convulsions, and remained comatose for about 
24 hours, becoming markedly jaundiced and secreting very little 
urine. The small quantity of urine obtained showed 17 gms. per 
litre of albumen, and numerous hyaline and granular casts. She 
showed some sign of improvement but died suddenly on the morning 
of the fourth day. No autopsy. 


Case 1m. M.S., aged 21, primipara, was admitted to the Hospital 
November 24, 1908. There was no evidence of the onset of labour 
and the child was alive, position R.O.A. The patient was treated 
with morphia, after the manner in vogue in the Rotunda Hospital, 
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but as there was no improvement in her condition she was delivered 
by accouchement forcé the following morning. The cervix was 
dilated bimanually and craniotomy was done on the child, which, in 
the meantime, had died. Morphia was repeated after delivery of 
the child, but the patient’s condition did not improve and she died 
about twenty-eight hours later from ceedema of the lungs. No autopsy. 

About two hours prior to her death about 400 cc. of blood was 
obtained, with great difficulty, from the veins of the fore-arm. The 
blood was very black and coagulated immediately. 


Casetv. E.S., aged 18, primipara, was admitted March 10, 1909, 
with evidences of severe toxemia. She was placed on fluids and 
given large doses of salts. In spite of this, on the following morning 
she was very drowsy, the edema had increased, and the urine was 
decreased in quantity. A bougie was introduced through the cervix 
in the hope of bringing on labour, and pains started almost immedi- 
ately. During the first stage of labour, the patient had a typical 
eclamptic attack and the labour was then terminated by manual 
dilatation of the cervix, version and extraction. The child was born 
alive. During dilatation the cervix was torn on both sides and 
these tears were closed with catgut. 

The patient was still comatose after delivery and venesection was 
done. After 1000 cc. of blood had been removed, the blood pressure 
fell from 170 mm. to 55mm. and her general condition was much 
improved. She continued to improve, although there was a slight 
elevation of temperature, and she was apparently progressing favour- 
ably, when on the twelfth day, after a period of drowsiness, she 
suddenly showed evidence of hemiplegia and lost the power of 
speech. Her condition went from bad to worse and she died three 
days later. Before death blood cultures were taken, which were 
negative. At the autopsy there was evidence of extensive thrombosis 
of the cerebral veins and in addition to this, two small foci of necrosis 
in the uterine wall. From these latter, bacteria were obtained in 
cover-slip preparation, but could not be grown in culture. It is 
possible that imperfect technique at the time of induction of labour, 
together with the extremely low pressure resulting from venesection, 
may have been responsible for the thrombosis. 


It will be seen that two of these patients (Nos. i and iv) died 
from causes only indirectly connected with the eclampsia, and it is 
doubtful whether any treatment could have availed in the case of 
acute yellow atrophy. The cerebral thrombosis, on the other hand, 
occurred after the patient had recovered from her toxemia, as was 
determined at the autopsy, where, though evidences were present 
both of nephritis and toxic hepatitis, the latter showed signs of 
healing and the former were but slight. 
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For the two remaining deaths there can be no explanation other 
than—insufficient treatment. It is worthy of note that one was 
treated by the morphia method, and that the other had seven con- 
vulsions prior to delivery. 

It is generally conceded that delivery is followed by improve- 
ment in the general condition of the patient. After the occurrence 
of convulsions in thirty-one patients undelivered, fifteen were 
delivered immediately and sixteen underwent treatment before 
delivery. In 60 per cent. of the former, and 62°5 per cent. of the 
latter, the convulsions ceased after labour, results similar to those 
of Primo‘ (60 per cent.), and Kosinsky® (51 per cent.). It will be 
seen that the preliminary treatment had little or no effect in minim- 
izing the possibility of convulsions post partum. 

Admitting that these figures may be uninstructive in their 
similarity so far as the mother is concerned, the same is not true 
regarding the children. 

Of the fifteen patients immediately delivered, one child was not 
viable, and in a second instance the child was dead in utero when 
admitted ; from the remaining thirteen cases twelve live babies were 
obtained—92 per cent. Of the remaining sixteen, not immediately 
delivered, two were admitted with children dead in utero, and one 
not viable child was still-born. From the remaining thirteen three 
live babies were obtained—23 per cent. This difference of 69 per 
cent. in favour of the child, when the patient is immediately 
delivered, is worthy of note. Immediate delivery, apart from 
benefiting the mother, offers four times as good a chance for the 
child. 

Temporizing treatment is based on the assumption of the 
neglibility of the child. Mirto® and Mangiagalli,’ in so-called 
“expurgated ” statistics, place the maternal mortality with veratrum 
viride at 804 per cent. and 634 per cent. respectively, while 
Sturmer,® of the Indian Medical Service, after twenty years ex- 
perience with the drug, gives a probably truer figure—46 per cent. 
Mangiagalli’ frankly writes: “ Nor need we think of the poisonous 
action of the veratrum on the fetus, for, on its death, one source, 
and according to some the principal one, of the poisoning of the 
mother is eliminated.” His foetal mortality is 41°37 per cent., Mirto’s 
is not stated. 

Hastings Tweedy,® of the Rotunda Hospital in Dublin, who 
advises the morphia treatment, has a maternal mortality of 16°4 per 
cent. (16°9 per cent.), but he and De la Harpe,!° who has described 
the treatment in extenso, both neglect to mention the fetal 
mortality. 

Three of our patients had veratrum. Two, to whom the drug 
was administered outside the Hospital, entered with the child already 
dead in utero. In the third instance we ourselves tried the effect of 
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the drug upon a patient with a blood pressure of 210mm. The first 
effect noted was a fall to 115 mm., then, in spite of continuous 
dosage, a rise to 150, 180, 190, and finally 225 mm., when delivery 
seemed the safer course. 

Morphia we have used in small doses, as it, too, is dangerous for 
the fetus when given frequently, and, in as much as it effectually 
checks all elimination, its administration seems irrational, except 
perhaps when the patient is conscious and very restless. 

Other drugs, pilocarpin suggested by Harle! and Macnaughton 
Jones,!? and nitro-glycerine suggested by McCarthy,}° we have not 
used, as the general opinion seems to be that they are not only 
dangerous but of doubtful utility. 

Chloral we have given in a few cases but without definite 
satisfactory result. As an eclamptic patient is already poisoned, the 
use of drugs should be discouraged. 

It has been seen that if we consider both foetus and mother, 
immediate delivery offers the best chance for both. If the child is 
not viable, or has already perished from the effects of the toxemia, 
it may be considered as negligible, and under these circumstances 
temporizing measures are permissible, perhaps desirable, as little is 
to be gained from delivery except in cases, fortunately comparatively 
rare, where convulsions continue after the death of the child. In 
certain cases, too, where labour has not set in and the cervix is rigid, 
it is doubtful whether a practitioner, in the absence of assistants, is 
not justified in temporizing at the expense of the child, and refusing 
to dilate forcibly until confident that this can be done without too 
great a risk for the mother. Here a simple measure is the introduc- 
tion of a bougie into the uterus and packing the cervix with gauze, 
a procedure usually soon followed by strong pains and marked 
softening of the cervix. 

That our own practice has been to deliver as speedily as possible 
may be judged from the sub-joined table. 


Spontaneous delivery ... 
» after saieatiens ‘of dene 
Forceps, after complete dilatation 
Vaginal Cesarean section 
Pomeroy bag and forceps sai 
a ,, and Braxton-Hick’s version ... 
Dilatation—Edgar Bonnaire—with forceps 
si ei 5, craniotomy 
‘i a forceps 
- ” »» Version 
Version and extraction 


= ODO = PR eS OK EO 


In addition, labour was induced in one of those cases indexed 
under ‘ Dilatation—Harris,’ where the patient was profoundly toxic, 
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and eclampsia occurred after labour pains had set in. The Pomeroy 
bag was also used in six or seven cases, as a vaginal dilator 
preparatory to manual dilatation of the cervix. 

Apart from one vaginal Cesarean section the methods of delivery 
have been distinctly obstetrical as opposed to surgical; an attempt 
was made to treat these cases as if met with in practice. This was 
more justifiable in that in every instance the pelvis was normal. 

Cesarean section, the most rapid means of emptying the uterus, 
has not been employed, nor, and here we follow Pfannenstiel !4 and 
Williams,!® do we believe that the operation should be seriously 
considered with eclampsia alone as an indication. The operation 
presupposes the hospital and adds to its mortality of eclampsia, and 
its own mortality, however small. There is no certainty that after 
operation convulsions will cease, and a patient with a laparotomy 
wound is not a desirable subject for convulsions. Moreover, in cases 
of extreme toxemia, tissue repair is slow and uncertain, and the 
possibility of infection is here much greater than with other methods 
of treatment. 

Vaginal section, while simple and rapid, is only necessary if the 
cervix is very rigid and undilatable by other means. It, too, 
presupposes special surroundings and a number of assistants. The 
one case here reported was theoretically unsuited for the operation 
in that the child was already dead. In spite of the death of the 
child the convulsions increased in number and severity, and, as 
labour had not set in, incision of the cervix seemed justifiable. 

Apart from Cesarean section and vaginal Cesarean section, there 
remains only forcible dilatation of the cervix, either instrumentally 
or by the hand. With instrumental dilatation we have had no 
experience, and, as may be seen from reference to the table above, 
Harris’s method of dilatation of the cervix has been the one most 
consistently employed. It has been objected that this method is 
unsurgical, that it leads to infection, and that it is liable to result 
in extensive laceration of the cervix. These dangers depend almost 
entirely upon the condition of the cervix before the commencement 
of the operation; as said before, most of our cases entered with 
labour in progress and the cervix in these cases was very easily 
dilated. It is true that tears of the cervix occur frequently; in fact 
in only three instances was there no evidence of slight damage to the 
cervix, and in nine instances the cervix was sutured after the 
completion of delivery. As a result these patients left the Hospital 
in quite as satisfactory a condition as if labour had been spontaneous. 
Immediate repair of the cervix has been objected to on many 
grounds, chiefly because of the danger of infection. The morbidity 
percentage in our cases of accouchement forcé, where Harris’s 
method has been employed, has been no higher than the general 
average for all cases. In only three of the fifteen cases here reported 
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did the temperature rise above 100°5°, and then only for a few hours. 
Harris’s method has seemed better than the bimanual method, as, in 
our experience, the tears with the latter have been usually bilateral 
and have usually, particularly when not sutured, resulted in marked 
eversion of both lips of the cervix. 

The Pomeroy bag has been of inestimable value for vaginal 
distension, but its bulk has rendered its introduction into the cervix 
difficult, and if the cervix was sufficiently dilated to allow its passage 
Harris’s method could usually be performed. Moreover, with a 
Pomeroy bag, very carefully used, tears were quite as frequent as 
with manual dilatation, and, in our experience, these tears were 
unusually jagged and difficult to repair. 

After the completion of dilatation of the cervix version would 
possibly seem the better operation, particularly if the membranes 
have remained unruptured. It is more rapid than forceps and so 
requires a lessened period of anesthesia, and when not contra- 
indicated it has been invariably the operation of choice. 

With reference to the anesthetic, chloroform is undoubtedly 
preferable to ether, but in view of the fact that the evidences of 
chloroform poisoning are practically identical with the lesions of 
eclampsia in the liver its administration should be minimised. It 
is a common error, in administering chloroform for the control of 
convulsions, to give the chloroform not in the intervals but when the 
convulsions have started; at this time the patient’s most urgent need 
is not an anesthetic but oxygen. 

When convulsions recur after delivery, or occur during the 
puerperium, it must be assumed that secondary influences are at 
work and that the toxins circulating in the blood at the time of 
delivery are being augmented as the result of that disordered 
metabolism which delivery has not immediately arrested. The 
indication, then, is to remove that toxin as speedily as possible, and 
to minimize metabolism so far as we are able. Partial or complete 
suppression of the urine being the rule, the skin may act in place of 
the kidneys, and we have had great success with the use of hot air 
baths. Leopold ?® and Déderlein !” have recently pronounced against 
sweating in the treatment of eclampsia, but, if before the bath is 
given, the stomach or rectum be filled with fluid, it is doubtful 
whether the toxicity of the blood will be augmented by the proce- 
dure, as is claimed by these objectors. For the bath the patient is 
rolled in blankets, and an air chamber is made by means of cradles 
and several layers of blankets covered by a rubber sheet. Dry hot 
air is introduced by means of an asbestos covered pipe, placed over 
an ordinary Bunsen burner. The patient usually sweats profusely 
after some twenty-five minutes, and the bath is continued for twenty 
minutes, or less, if the patient’s condition seems to contraindicate it. 
After this the blankets are gradually removed and the patient is 
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rubbed down. The hot air bath is much more easily given and is 
much more effectual than the hot pack. In addition to the removal 
of the toxin, the patient comes out of the bath thirsty, and will 
willingly drink anything, even saturated solution of magnesium 
sulphate. 


Better, and more effectual than sweating, is bleeding. This 
practice, well-known to our fathers, has for some reason fallen into 
disuse. In Ramsbotham’s “ Obstetric Medicine and Surgery, pub- 
lished in 1841, I find (page 576) this paragraph, which is worth 
quoting in its entirety. “ Bleeding is our great reliance—the lancet 
is our sheet anchor—and blood may be taken to a very large extent; 
it may be necessary to draw 40, 50 or 60 ounces, nay even more, in 
the course of a very few hours. If ten or twelve only be abstracted 
the patient seldom obtains much benefit; depletion will avail us 
little, unless a decided impression be made on the system generally. 
We observe that a woman will bear the loss of a larger quantity of 
blood under puerperal convulsions,—as in apoplexy,—without faint- 
ing, than in almost any other affection.” Again (page 582): “Gooch 
used to say that he never had lost a patient under convulsions, when 
free bleeding had been practised; but that all the women who had 
died under his observation had been bled insufficiently.” * 


In puerperal eclampsia our own experience has been that of 
Gooch ; and in eclampsia generally we are with Ramsbotham, except 
as regards the quantity of blood to be removed. It is doubtful 
whether 300 to 500cc., as suggested by Whitridge Williams,!® is 
ever a sufficient quantity to withdraw, and in our own experience a 
second venesection was necessary in two instances where 350 to 400 
ec. had been withdrawn the first time. It would seem proper to 
bleed the patient until pallor or weakness of the pulse supervened, . 
usually after 700 to 900 cc. have been withdrawn. 

In one of our fatal cases it is possible that bleeding contributed 
to death—a very mild infection was followed by cerebral thrombosis. 
This possibility is no contraindication to bleeding as a method of 
treatment. 


It has been objected that venesection is difficult on account of 
the viscosity of the blood. This is not so; the operation is extremely 
simple. An anesthetic is not always necessary. A superficial vein, 
usually the median basilic or median cephalic, is exposed by an 
incision three to four centimetres long, and a cut is made in its wall 
with a scalpel or scissors. Light pressure on the veins of the upper 
arm will usually cause the blood to flow freely and an Esmarch is 


* Gooch, born 1774, died 1830; was born in Edinburgh and later moved to London 
where he was Obstetrician to the Westminster Lying-in and Instructor in Diseases of 
Women at St. Bartholomew’s. He enjoyed the unusual distinction of having many of 
his works translated into German. 
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unnecessary. After a sufficient quantity of blood has been with- 
drawn, pressure, or in some cases a lateral ligature, will stop the 
flow from the vein, and the skin wound can then be closed. 
Non-absorbable sutures are desirable as, if the patient is very toxic, 
it is often many days before the edges of the wound show a tendency 
to unite. An anterior splint is also an aid to satisfactory union. 

A third accessory measure in the treatment is the administration 
to the patient of large quantities of fluid. This has recently become 
an important factor in the treatment in many clinics, but usually 
the administration is by infusion or transfusion. We have followed 
the method employed at the Lakeside Hospital, Cleveland, where this 
treatment was, I believe, first introduced for typhoid toxemia. The 
patient is given a feeder (200 cc.) full of water, by mouth, every 
twenty minutes. If she is comatose the fluid may be introduced by 
a stomach or nasal tube, while if nauseated, which is unusual, the 
fluid may be administered per rectum. As noted above, patients 
who have been sweated are usually very thirsty and drink freely. 

It is important that the amount of fluid given and the amount 
excreted should be carefully noted, particularly during the first 
twenty-four or forty-eight hours when the kidneys are inactive, so 
that if the excretion is insufficient it may be aided by frequent 
sweating. Free evacuation of the bowels may also be induced by 
large doses of magnesium sulphate, or in certain instances 2 to 3 mm. 
of croton oil in castor or olive oil. In estimating the quantity of 
fluid excreted, the stools are measured exactly as is the urine and the 
total compared with the amount of fluid administered. This is an 
important indication of the patient’s general condition. In the 
majority of cases there is marked diuresis about the third day, and 
the quantity of urine in twenty-four hours will often be a litre or 
more in excess of the amount of fluid given. The amount admin- 
istered in cases in which this treatment has been adopted has 
averaged 5} litres for the first five days; the average maximum was 
6 to 7 litres, though in individual cases 93 to 10 litres have been 
given. No milk was given in any of the cases until the patient 
had been conscious for two or three days and diuresis was well 
established. 

We have had no experience with Edebohls’ operation, so strongly 
recommended by Krénig?® in post partum eclampsia with anuria. 
The operation is based on the assumption that anuria is due to 
increased tension of the kidney substance, but Haim,2° Essen- 
Moller,” and Kleinhertz 2? have recently reported cases in which no 
increased tension was found, and in which the patient showed no 
improvement after the operation. While successful cases are still 
occasionally reported, it is doubtful whether these might not have 
improved under less radical treatment. I doubt if anyone will agree 
with Gauss 23 that the operation should be done in one sitting with 
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accouchement forcé, and difficulties will ever arise in deciding the 
exact indications and proper time for operating, also from the 
uncertainty, as noted above, of finding expected hypertension and 
achieving the desired end. 

Nor have we tried another so-called treatment—lumbar puncture. 
Audebert and Fournier?4 have collected forty-six cases with a 
mortality of 35 per cent., statistics which discredit a most irrational 
procedure that has outlived its short and unmerited popularity. 

Our own treatment has become more or less a routine, and from 
a study of the appended cases the following general rules are 
suggested : — 

(1) Minimize the use of narcotics and anesthetics. Chloroform 
is rarely indicated for the control of convulsions, but should be used 
when general anesthesia is required for examination or delivery. 

(2) Immediate delivery is advisable, particularly when the child 
is viable. 

(3) In the majority of cases the onset of labour is more or less 
intimately associated with the onset of convulsions; accouchement 
foreé—preferably Harris’s method followed by version—has given 
the best results. 

(4) Immediately after delivery, if not before, the stomach should 
be washed out, and several ounces of magnesium sulphate, well 
diluted with warm water, should be introduced through the tube. 
The patient should then be sweated by means of a hot air bath or 
hot pack. 

(5) If convulsions recur after delivery, and particularly in post 
partum eclampsia, the best results are obtained by withdrawing 
700—900 cc. of blood from one of the veins of the forearm. 

(6) A large quantity of fluid (forced fluids) should be given for 
several days, and the amount so given should be carefully tabulated’ 
for comparison with the amount of fluid eliminated in the urine and 
stools. If the excretion is inadequate, repeat the sweating and 
purgation. Do not allow the patient to become waterlogged. 

(7) Careful records of ingestion and excretion should be kept for 
at least ten days, as the involution of the uterus has a marked effect 
on the general metabolism, particularly between the sixth and ninth 
days. 


The following are synopses of the clinical histories, other than 
those included in the foregoing :— 


855. A.F., aged 20, primipara, was admitted to the Hospital on 
December 9th, 1905. The patient had four convulsions at her home. On 
admission she was given morphia, hypodermically to the amount of gr 3, 
and, after six further convulsions, delivery was decided upon. The cervix 
was soft and practically undilated. Dilatation was done (Edgar Bonnaire) 
and delivery effected with high forceps. The patient was given hot packs, 
large doses of magnesium sulphate and also chloral grs. x, hypodermically. 
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A large quantity of fluid was also given and the urine gradually increased 
in quantity. The patient developed marked jaundice but gradually 
improved and left the hospital on the 3lst day post partum, in fair 
condition except that the cervix was extensively lacerated and its lips 
everted. The maximum temperature was 101°4°. The child was artifi- 
cially fed during its stay in the hospital and was also in fair condition. 


874. B.P., aged (?), primipara, was admitted on January 3, 1906. 
The patient had a markedly high tension pulse and moderate oedema. 
Two hours after admission she had a typical eclamptic attack and was 
immediately prepared for delivery. The cervix, which was fairly soft, 
was dilated by Harris’s method without much damage and the child was 
then extracted with forceps. The child was dead. (The autopsy showed 
intracranial hemorrhage,—? due to forceps). This patient had nine 
convulsions after delivery, within a period of about five hours, the first 
coming on three hours after delivery. After the 8th convulsion 750 cc. 
of blood were withdrawn from the forearm and though there was one 
convulsion after the venesection it was very slight and the patient showed 
marked improvement. She developed jaundice and for several days was 
almost maniacal but gradually recovered. The maximum temperature 
was 100°°. The cervix, which had been torn during the operation was 
repaired in the third week of the puerperium and the patient left the 
hospital in excellent condition. In this case the result for the mother was 
good, the child was born dead. 


912. J.D., aged 24, primipara, was admitted on January 30, 1906, 
after having had five convulsions at her home. She was semi-conscious 
on admission. As she was only 28 weeks pregnant and the child’s chances 
were not good and there was no evidence of onset of labour she was bled 
600 cc., and after washing out the stomach 3 oz. of magnesium sulphate 
were given by means of the stomach tube. Large quantities of fluid were 
also given and her condition showed marked improvement. Five days 
later she had a spontaneous premature labour and made an uninterrupted 
recovery. The maximum temperature was 99°8°. The child was still- 
born and not viable. 


935. A.M., aged 19, primipara, admitted on February 26, 1906, at 
7.30 a.m. The patient had had a number of convulsions prior to her 
admission, and before delivery five hours after her admission had three 
more,—this in spite of the withdrawal of 750 cc. of blood from the fore- 
arm, and the administration of a hot pack. The cervix was soft and was 
dilated bimanually (Edgar Bonnaire) and the forceps applied. The child 
was born dead. In spite of numerous hypodermics of chloral the patient 
had twelve convulsions during the twelve hours succeeding delivery, but 
then began to respond to treatment, which consisted of salt solution by 
stomach tube, submammary infusions and hot saline per rectum. The 
bowels moved freely, and, during the first 24 hours, she passed a moderate 
quantity of urine which could not be measured on account of incontinence. 
The maximum temperature was 105°. The patient gradually improved 
and left the hospital on the 18th day post partum. At this time it was 
found that the cervix was torn on both sides, into the fornix on the left 
side and high up into the lower uterine segment on the right. The uterus, 
however, was freely movable and in good position. The autopsy on the 
child showed a hematoma of the scalp and intracranial hemorrhage. 
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995. E.F., aged 32, secundipara, was admitted on April 6, 1906. 
This patient had a history of convulsions after her first confinement two 
years ago, followed by jaundice and enlargement of the spleen. She was 
perfectly well up till one week prior to her admission, but for two days 
past had had headache. On the morning of April 6 she had a severe 
convulsion followed by three chills. She was then admitted to the 
hospital at 8.30 a.m., and in spite of hot packs and the administration of 
chloral hydrate, hypodermically, four further convulsions followed before 
her delivery at 6 p.m. The cervix was dilated bimanually and forceps 
applied. After delivery hot packs were continued and large quantities 
of fluid given. The patient regained consciousness after about 24 hours, 
and as the bowels moved freely and the kidneys also began to act, she 
made an uninterrupted recovery, and left the hospital sixteen days post 
partum, Maximum temperature was 100.° 

When the patient left the hospital she had a deep laceration of the 
cervix with moderate eversion of the lips. The uterus was retroverted 
but could be replaced. The child was born dead. 


1115. M.L., aged 16, primipara (Dr. A. E, V,), was admitted on 
June 23, 1906, about 26 weeks pregnant. The previous day she had 
complained of severe headache and pain in the interscapular region ; later 
in the day she had severe epigastric pain, and at 11 p.m. a typical con- 
vulsion followed by five others before her admission to the hospital about. 
midnight. When admitted she was comatose and could not be roused. 
The urine, obtained by catheter, was light in colour but contained 16 grms. 
per litre of albumin. Within three hours after admission she had four 
convulsions, but these were clonic in character and there was no tonic 
phase. A fifth convulsion, however, was more general, and was followed 
within half an hour by one of greater severity. At this time uterine 
contractions were strong, and vaginal examination showed that the cervix 
was soft and partially dilated. Dilatation was completed by Harris’s 
method and the child turned and extracted, after which 2} oz. magnesium 
sulphate and a large quantity of fluid were placed in the stomach by tube 
and a hot pack given. After delivery there were seven further convulsions " 
but these were very mild and were not followed by deep coma. The skin 
responded well to the hot packs and there was incontinence of feces and 
urine which continued for three days. During this time the patient 
developed marked jaundice and was drowsy but her condition was at no 
time critical. The largest quantity of urine passed in the 24 hours was 
5600cc. The maximum temperature was 100°4°. She left the hospital 
well on the 14th day day. The child was born dead. 


1309. A.S., aged, 22, primipara, was admitted on November 3, 1906. 
This patient had two convulsions before admission to the hospital. On 
examination she seemed dazed but responded when asked questions; she 
was apparently 34-36 weeks pregnant, the child alive, position L.O.A. 
The blood pressure at this time registered 200 mm. The following 
morning she had a third convulsion, and during the coma a stomach tube 
was passed and four ounces of magnesium sulphate and six ounces of 
normal salt solution were introduced, and a hot pack given. After this 
the patient slept soundly. Later 2mm. of Croton oil were administered, 
and on account of the high blood pressure veratrum viride was given 
with the result noted above (p. 150). Twenty-four hours later a bougie 
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was introduced into the uterus; and when the cervix was soft and partially 
dilated, dilatation was completed (Edgar Bonnaire), and a high forceps 
operation was done. The child was dead. The patient remained uncon- 
scious after the operation for about 24 hours and was given hot saline 
per rectum and by submammary infusion. Twenty-hours later the urine 
began to increase and reached a maximum of 2800 cc. on the third day; 
the maximum fluid given was 3200cc. in the 24 hours. The maximum 
temperature in the puerperium was 102°4°, but at this time the patient 
had a severe tonsillitis. She left the hospital in good condition on the 
24th day. 


1330. K.P., aged 38, undecipara (Dr. F. W. H.). was admitted on 
November 21, 1906. She had eight convulsions prior to her admission, 
and though some years before she had had epilepsy, according to her 
family the convulsions at this time differed markedly in character from 
the epileptic attacks. The urine contained a large quantity of albumin, 
but the blood pressure registered only 125mm. As the patient was in 
deep coma it was decided to deliver at once as the cervix readily admitted 
two fingers. Harris’s method was employed, and after dilatation of the 
cervix the child was turned and extracted. A cervical tear was repaired 
with three catgut sutures. After delivery the patient had no further 
convulsions, drank freely and was given large quantities of salt solution 
per rectum, the maximum quantity given in 24 hours being 7230 cc., and 
the maximum quantity of urine 4000cc. She was markedly delirious for 
the first two days post partum, but gradually improved and left the 
hospital in good condition fourteen days post partum. The child, which 
was born alive, died on the third day, and at autopsy Dr. Klotz found an 
unusually large foramen ovale and a marked hypertrophy of the right 
lobe of the thymus. 


1422. E.McN., aged 26, secundipara (Dr. de J, W.), was admitted on 
January 27, 1907, when about 38 weeks’ pregnant. She had six or eight 
convulsions before admission, was in deep coma, very cedematous and very 
restless. Accouchement foreé (Harris’s method and high forceps) was 
done. Before delivery she had two further convulsions. The stomach was 
washed out after delivery and a large quantity of fluid left in and a 
hot air bath given. Four more hot air baths were given during the first 
day post partum as there was only 1410cc. of urine in spite of the 
administration of 2450 cc. of fluid. On the second day the urine, which 
had increased in quantity, showed signs of diminishing, and the patient 
was bled 300cc., after which she made an uninterrupted recovery. The 
maximum fluid given in the 24 hours was 10,500 cc., while the maximum 
of urine was 4000 cc. This patient also developed jaundice. She left the 
hospital with her child on the 30th day post partum in good condition. 


1460. A.M., aged 41, secundipara (Dr. R. MacK.), was admitted to 
the hospital February 21st, 1907, when about 6} months’ pregnant. She 
had had one convulsion before her admission to the hospital. On examin- 
ation the patient was in fair condition, the child alive, in position L.0.A., 
foetal heart 144 per minute. She was evidently in labour, and interference 
was considered inadvisable in spite of the fact that she had a’ second 
convulsion within a couple of hours after admission. Her blood pressure 
at this time registered 220mm. Later in the afternoon she was cathe- 
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terised and 10 cc. of urine were obtained which contained a large quantity 
of blood. As the pains had practically ceased the cervix was packed with 
gauze. In spite of the administration of salt solution per rectum the 
kidneys were still inactive next day and the gauze was removed and a 
bougie inserted. Pains came on almost at once, and after the cervix was 
half dilated, dilatation was completed by Harris’s method and the child 
extracted; it was dead. Large quantities of fluid were given, the maxi- 
mum in 24 hours being 4100cc., and the maximum quantity of urine 
3800 cc. The maximum temperature reached 100.° The patient developed 
a phlebitis but left the hospital in good condition on the 19th May. 


1851. M.P., aged 22, primipara, was admitted on October 13, 1907. 
For some days prior to her admission she had complained of trouble with 
her eyes, and on the morning of admission had four convulsions before 
being seen by a physician, who gave her a hypodermic of morphia and 
advised her removal to the hospitil. When admitted the urine obtained 
by catheter was smoky and contained 12 grms. per litre of albumin with 
abundant granular and hyaline ca;ts. Her blood pressure was 155 mm. 
About one hour after admission she had a slight convulsion, but as 
labour was in progress and no fivial heart could be heard fluids and 
purgatives were given, and a few hours later she gave birth to a macerated 
child. After delivery sweat baths were continued and large quantities of 
fluid administered, the maximum in 24 hours reaching 10,000 cc., the 
diuresis 7,700cc. The patient left the hospital in good condition on the 
10th day post partum. 


1878. M.L., aged 27, secundipara (Dr, W. G, S,), was admitted on 
October 31, 1907. For some days prior to admission she complained of 
headache, pain in the back and vomiiing. At this time she was 35 weeks’ 
pregnant. The urine had a specilic gravity of 1032, was smoky and 
contained 12 grms. per litre of sibumin and numerous hyaline and 
granular casts. The day after adiuission she had two convulsions, slight 
in character, and was given morphia } gr. She was purged and given 
large quantities of fluid and grad.ally improved. Seven days later she 
had a spontaneous labour and left the hospital in good condition fourteen 
days post partum. The child, thouzh small, was artificially fed, and left 
the hospital also in good condition. 


1939. M.D., aged 37, undecipara, was admitted on December 15, 
1907, about 34-36 weeks’ pregnant. For a week she had had headache, 
and for some 24 hours severe epigastric pain. She was brought to the 
hospital after one convulsion at home, and at that time was semi-comatose 
and slightly cedematous. The blood pressure was 160mm. The child was 
alive and in L.0.A. position. The urine had a specific gravity of 1030, 
was acid and contained 15 grms. per litre of albumin with numerous 
granular casts. She had a further convulsion after admission, and the 
cervix was dilated by Harris's method and forceps applied. The patient 
was then given a hot air bath and the usual treatment for forced fluid. 
About nine hours after delivery there was a further slight convulsion, but 
the patient gradually improved and made an uninterrupted recovery. 
The maximum fluid administered in 24 hours was 4800 cc., the maximum 
temperature 100.° Mother well, child alive. 
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2006. A.McL., aged 21, secundipara (Dr. A. D. S.), was admitted on 
February 4, 1908, with marked cdema of both lower extremities, but no 
other abnormality. Labour had advanced to the second stage when the 
patient had an eclamptic convulsion and she was immediately delivered 
by forceps. Following delivery there were three further convulsions, and 
350 cc. of blood were withdrawn from the forearm and 600cc. of salt 
solution transfused. Large quantities of water were given and 40z. of 
magnesium sulphate. The bowels moved involuntarily, and urine gradu- 
ally increased in quantity and the patient made an uninterrupted 
recovery. The maximum fluid given in the 24 hours was 5,300 cc.; the 
maximum diuresis was 3,650cc. The maximum temperature was 100.° 
The child was alive. 


2034. M.F., aged 33, tertipara. (Dr. W. W. C.), was admitted on 
February 18, 1908. There had been two convulsions at home, and there 
was one convulsion in the hospital before delivery, which was accom- 
plished by the dilatation of the cervix, Harris’s method, and high forceps. 
A tear of the cervix was repaired with chromic gut, and the patient was 
then treated in the usual way with large quantities of fluid. About 
twelve hours after delivery there were two further convulsions, and as 
there was but a small quantity of urine, sweat baths were given frequently. 
The bowel too was stimulated with large doses of magnesium sulphate and 
there was free evacuation. The output of urine remained low for four 
days, during which time the sweat baths were continued; the kidneys 
after this acted well, though at no time was there marked diuresis. The 
maximum fluid given in 24 hours was 6.600 cc. The maximum tempera- 
ture was 101°8,° The patient was discharged in good condition on the 
17th day, though traces of albumin persisted in the urine. The child was 
premature but also did well. 


2050. L.S., aged 18, primipara, was admitted on February 28, 1908, 
in labour. About two hours after admission the patient had a typical 
eclamptic attack. At this time the cervix was three-quarters dilated and 
the membranes were intact. A high enema was given and morphia grs. } 
hypodermically. Within the next two hours the patient had six further 
convulsions, but by this time the cervix was fully dilated and the child was 
delivered with low forceps. After delivery a sweat bath was given and a 
quantity of magnesium sulphate administered by means of the stomach 
tube. There was one further convulsion after delivery but the skin 
responded well to the sweat baths and the kidneys began to act almost 
immediately, and the patient made an uninterrupted recovery. The 
maximum fluid given was 6,400cc., the diuresis 3,000cc.+, and the 


maximum temperature 99°1.° The result to both mother and child was 
good. 


2069. M.P., aged 27, primipara, was admitted on March 7, 1908. 
While in the hospital waiting-room the patient suddenly had an eclamptic 
convulsion, and she was immediately brought to the case room and pre- 
pared for operation. On examination the cervical canal was found 
completely obliterated, and the external os partially dilated. Dilatation 
was completed by Harris’s method and forceps applied. The child was 
asphyxiated but responded to artificial respiration. Immediately after 
the delivery the patient was given a sweat bath, and 40z. of magnesium 
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sulphate administered by means of the stomach tube. There were no 
further convulsions after delivery. The maximum fluid administered in 
the 24 hours was 6,300 cc.; the maximum temperature was 100.° Result 
to both mother and child good. 


2167. A.G., aged 25, primipara, was admitted on May 1, 1908. 
During the afternoon of the day of admission the patient had complained 
of severe headache and had two convulsions. She was brought to the 
hospital at 11 p.m., and shortly after admission had a third convulsion. 
Labour was evidently in progress and the cervix was dilated about 5 cm. 
Magnesium sulphate, 4 0z., was given by means of the stomach tube, and 
later croton oil, mm.2. She was perfectly rational, complained of no 
headache and no pain, and as there seemed no indication to deliver at 
once treatment was continued by means of fluids and broken doses of 
magnesium sulphate. Seven days later the patient delivered herself 


spontaneously; the child was alive. The maximum temperature was 
100°4°. 


2451. H.G., aged 19, primipara (Dr. A. G.), was admitted on 
October 8, 1908. The patient had severe epigastric pain the night before 
admission, and between 6 a.m. and the time of admission at 9a.m., had 
six convulsions. On admission, the pulse was 90 per minute, rather full; 
child in L.O.A. position, foetal heart 108. The cervix was thinned out 
and the canal obliterated. Dilatation was performed by Harris’s method 
and the child turned and extracted. There was a slight tear on the left 
side of the cervix which was immediately repaired. After delivery the 
patient was given magnesium sulphate and salt solution by stomach tube 
and sweated, but in spite of this she had three further convulsions. As 
the blood pressure was 180 mm. 550 cc. of blood were withdrawn by vene- 
section and infusions given, as well as a large quantity of fluid by mouth 
and by rectum. The patient was quite irrational for the next 36 hours 
but responded well to sweating. The urine gradually increased in quantity 
and attained a maximum of 4,900 cc.; the maximum fluid given in the 
24 hours was 5,400 cc. ; the maximum temperature was 100.“ The patient 
left the hospital on the 24th day well; the child also did well. 


2466. C. G., aged 23, secundipara, entered the hospital on October 17, 
1908. This patient was about 26 weeks’ pregnant and showed evidence 
of marked toxemia. On account of the poor outlook for the child tem- 
porizing measures were first adopted and the patient did fairly well, but 
four days after admission she had a severe convulsion. At this time 
900 cc. of blood were withdrawn from the forearm and a sweat bath given. 
As labour had not set in a bougie was introduced into the cervix, and 
within a few hours pains set in and the patient was delivered sponta- 
neously 12 hours after the introduction of the bougie. At this time the 
blood pressure was 200mm. The same treatment as had been adopted 
before delivery was continued in the puerperium and the patient made an 
uninterrupted recovery. The maximum temperature was 99°6.° She left 
the hospital in good condition on the 16th day post partum; the child 
was stillborn and not viable. 


2486. R.O., aged 22, primipara (Dr. W. M. F.), was admitted on 
October 28, 1908, after four convulsions at her home. On examination it: 
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was found that the cervix was soft, and it was immediately dilated by 
Harris’s method and the child extracted with forceps. Slight lacerations 
of both sides of the cervix were closed with catgut. The child was deeply 
asphyxiated but responded to the usual methods of resuscitation. The 
patient was sweated and given large quantities of fliud and she had no 
further convulsions after delivery. There was practically no urine for the 
first twelve hours but after this time the kidneys worked well, reaching 
4,100 cc. on the second day. The maximum temperature was 100°. The 
result to the mother and child was good. 


2544. M. B., aged 27, primipara (Dr. A. K.), was admitted on December 
3, 1908, after three convulsions at her home. She had been given veratrum 
viride before admission. On admission it was found that the cervix was 
half dilated, the membranes unruptured, and the child apparently dead. 
Dilatation was completed by Harris’s method and the Tarnier forceps 
applied. About four hours after delivery the patient had another convul- 
sion and was given a second sweat bath. She was voiding freely and her 
condition was not considered serious, but about three hours later she had 
two further convulsions, at which time 850 cc. of blood were withdrawn 
from the forearm. After this the patient had no more convulsions. The 
maximum fluid administered in the 24 hours was 7,200 cc., the maximum 
urine voided 9,960 cc. ; the maximum temperature was 100°2°. The patient 
left the hospital in good condition on the 16th May, post partum, though a 
faint trace of albumin persisted in the urine. The child was born dead 
(veratrum). 


2594. M. S., aged 24, secundipara (Dr. J. M. E.), was admitted on 
December 30, 1908, complaining of severe headache, dimness of vision and 
marked cedema. The patient was about 26 weeks pregnant and on the 
morning of admission had had a severe convulsion, She was in a good 
condition, and for three days was placed upon eliminative treatment, to 
which she responded well. On the morning of January 2, 1909, pains 
came on, and with the cervix half dilated an anesthetic was given and the 
child extracted. After delivery the patient had practically an uninter- 
rupted recovery and left the hospital on the 8th day. The maximum 
temperature was 101°. The child was born dead. 


2606. E. M., aged 24, primipara (Dr. W. M, F.), was admitted on 
January 9, 1909. The patient had had three convulsions at her home. 
On admission the cervix was found to be 4—-5cm. dilated. The Pomeroy 
bag was employed and the cervix and vagina easily dilated, but it was 
found that there was a marked contraction ring and version could not be 
accomplished. Tarnier forceps was applied and the child rapidly extracted. 
The cervix, vagina and perineum were more or less injured but were 
immediately repaired. After the completion of the operation a sweat bath 
was given at once, and the patient perspired profusely. During the 12 
hours following the operation she drank about five litres of fluid and 
voided about 2,500 cc. of urine. In spite of this, however, there was a 
further convulsion eight hours after delivery, and though at this time 800 
ce. of blood were withdrawn, three hours later she had another convulsion, 
but on the second day diuresis was well established and there was no 
further trouble. The maximum fluid given in the 24 hours was 8,300 cc., 
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the maximum diuresis 6,800 cc. The maximum temperature was 100°4°. 
The patient made an uninterrupted recovery and left the hospital in good 
condition ; the child was alive. 


2609. F. K., aged 23, primipara (Dr. J. W. D.), was admitted at 10-30 
p-m. on January 9, 1909, complaining of severe headache and marked 
cedema of hands, face and legs. Immediately after entry she voided some 
250 ce. of urine which was dark in colour. She appeared to be in com- 
paratively good condition and it was decided to temporize, but early the 
following morning she had a typical eclamptic convulsion. Following this 
950 cc. of blood were withdrawn from the forearm and a hot air bath 
given. After the bath, examination showed that the cervical canal was 
obliterated and the external os about 3cm. dilated. No foetal heart was 
heard nor had it been detected on her admission to the hospital. The 
vagina was dilated with the Pomeroy bag and the cervix dilated by Harris's 
method. As the liquor amnii was quite dark and foul the forceps was 
considered more conservative than version and was applied by the English 
method and the head drawn to the pelvic floor. The child had evidently 
been dead for some time. A bilateral laceration of the cervix was closed 
with catgut. Immediately after operation the stomach was washed out and 
magnesium sulphate introduced through the tube and a hot air bath 
started. The patient slept heavily during the greater part of the afternoon 
and voided 1,200 cc. of urine. About 84 hours after operation there was a 
second convulsion, and two hours later a third. At this time 400cc. of 
blood were withdrawn from the right arm. Four sweat baths were given 
en the first day and one early on the morning of the second day. The 
urine gradually increased in quantity and attained a maximum of 9,400 
ce., the maximum fluid given in the 24 hours was 8,450cc. The maximum 


temperature was 100°. The result to the mother was good ; the child was 
born dead. 


2706. I. H., aged 29, tertipara (Dr. A. A, R.), was admitted on March 
6, 1909, about 8 p.m. She had had six convulsions before being seen by. 
a physician at her home and two more before admission to the hospital. 
On examination the child was found to be alive in R.O.A. position and it 
was determined to deliver immediately, particularly as the cervix was 
found to admit two fingers. A Braxton-Hicks version was done and the 
child made to present by the breech, after which a small Pomeroy bag was 
introduced into the cervix and dilated. A larger one was then introduced 
and dilated, after which the child was extracted with very little difficulty, 
though the Pomeroy bag had caused an extensive tear in the posterior lip 
of the cervix. After the birth of the placenta the tear in the cervix was 
closed with catgut, the patient’s stomach washed out, and a sweat bath 
given. After delivery there were three further convulsions and the patient 
was bled 600cc., she having lost 350cc. at the time of delivery. After 
venesection there were no further convulsions and the patient drank freely, 
As she had incontinence it was difficult to estimate the exact quantity of 
urine satisfactorily, but 9,400cc. was voided on the fourth day post 
partum. The maximum fluid given in 24 hours was 11,000c.cm. The 
maximum temperature was 99°2°. The child was premature and though 
born alive died two days later. The urine at the time of delivery contained 
74 grms. of albumin per litre, but gradually improved though even at the 
time of discharge, 14 days post partum, it still contained a small quantity. 
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2778. M.N., aged 32, primipara (Dr. H. S. S.), was admitted on April 
17, 1909, after having three convulsions at her home. At this time she was 
about 28 weeks pregnant. From the time of her admission no foetal heart 
sounds were heard and there was no evidences of the onset of labour, so a 
sweat bath was given, but the patient was nauseated and could retain no 
fluid. Three hours after admission there was a second very severe con- 
vulsion followed by deep coma, and as labour had not set in the cervix was 
drawn down and split in the median line anteriorly, and after the bladder 
had been pushed aside the cut was continued up into the lower uterine 
segment. An attempt was made to perforate the after-coming head but, 
as a result of this, the head was separated and there was considerable 
difficulty in extraction. After delivery the cervix was repaired very easily 
and the patient seemed in fair condition, but a couple of hours later had 
another severe convulsion ; she was then bled 500cc. From this time on 
improvement was marked, though, during the puerperium, she had two 
further convulsions which were, however, of an hysterical character. She 
developed a slight thrombosis of the veins of the left leg but made a good 
recovery and left the hospital in good condition. 


Post Partum Eclampsia, 


1401. A. T., aged 27, secundipara, was admitted on January 13, 1907. 
She had been confined about 12-15 p.m. on January 11th and was perfectly 
well till 5 p.m. on the 13th, when, after complaining of a severe headache, 
she had a convulsion which lasted a couple of minutes and was followed by 
deep coma. On admission the urine was 1,028, acid, and contained 
albumin and a trace of sugar. The patient was treated by hot air baths 
and large quantities of fluid. The maximum fluid given was 4,800 cc. 
and the diuresis was 4,800cc. Maximum temperature 100°2°. The 
mother recovered ; the child was alive. 


1457. M.F., aged 20, primipara, was admitted on February 19, 1907. 
The patient had been confined about 3-30 p.m. on February 17; labour 
normal. About 3 a.m. on February 18 she had a convulsion which was 
followed by two others before she entered the hospital about 8 a.m. next 
day. The blood pressure was noted to be 150mm. The patient was 
sweated and given large quantities of fluid; the maximum given 7,000 cc., 
diuresis 4,200cc. The maximum temperature was 99°6°. The patient 
made an uninterrupted recovery. 


1628. G. D., aged 30, secundipara, was admitted on May 21, 1907. 
She had been confined at 4.a.m. on the 20th and eleven hours later had a 
convulsion, followed within an hour by two further convulsions and coma 
which persisted for twelve to fifteen hours. The urine contained large 
quantities of albumin. On admission the patient was given a high enema, 
large quantities of fluid, and then sweated. Maximum fluid given 7,800 
cc., maximum diuresis 5,800 cc., maximum temperature 100°4°. Improve- 
ment was immediate in this case and after the first twenty-four hours her 
condition was not serious ; she left the hospital in excellent condition ; child 
alive. 


2373. A. K., aged 32, tertipara, was admitted on August 19, 1908. 
On examination the patient had marked cedema of the vulva and moderate 
albuminuria. The labia were incised and, as pains had started, she was 
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left to herself. After irregular pains for three days she gave birth 
spontaneously to twins. Six hours later the patient had a definite eclamptic 
convulsion and was immediately sweated. The stomach was washed out 
and magnesium sulphate, 2 ozs., and ammonium bromide, 20 grs., were 
given. After this she was quieter and slept during the morning. A 
further sweat bath was given during the afternoon, and, as the patient was 
somewhat nauseated, a continuous rectal irrigation of salt solution was 
started. The maximal quantity of fluid given was 4,000 cc., the maximum 
diuresis 5,500 cc., maximum temperature 99°. The patient’s improvement 


was gradual but continuous and she left the hospital well; the children 
also did well. 


2535. E. G., aged 28, primipara (Dr. W. G. S.), was admitted on 
November 28, 1908. The patient was delivered of twins on the 29th, and 
five hours after delivery had a severe convulsion ; about fifteen hours later 
she had a further convulsion followed by coma of moderate duration. 
After an interval of three hours she had a third convulsion similar to the 
previous ones. The patient was given hot air baths which induced thirst 
and was then given large quantities of fluid. Maximum fluid 3,500 cc., 
maximum diuresis 6,300 cc.; the maximum temperature was 103°. The 
mother recovered, and the children did well. 


2650. J. R., aged 20, primipara, was admitted on February 8, 1909. 
The patient had severe headache, some cedema of the feet, nausea and 
vomiting. The urine contained a large quantity of albumin, and on this 
account she was placed on fluid diet and the regular eliminative treatment. 
On the morning of the 11th, about 3 a.m., she was delivered spontaneously 
and was in good condition until four hours later when she had a severe 
convulsion. One hour later she had a second convulsion and was then 
given a sweat bath and 600cc. of blood were withdrawn from the right 
arm. The urine at this time was very dark and contained a large quantity 
of albumin. Twelve hours after delivery the patient had a third convulsion 
and another sweat bath was given. At this time 620cc. of urine was 
obtained by catheterization. In spite of evidences of improvement two 
further convulsions occurred, at 6 p.m., and at 8 p.m., after each of which- 
sweat baths were given, and after the last a second venesection was done. 
The patient was very thirsty, drank very freely and voided involuntarily. 
The maximum fluid given was 7,800 cc. and the maximum urine 6,500 ce. 
The maximum temperature was 100°2°. This patient developed marked 
jaundice. Sweat baths were continued for the following two days and the 
patient eventually made an uninterrupted recovery ; the child lived. 


2674. J. T., aged 37, tertipara, was admitted on March 1, 1909. The 
patient was delivered spontaneously on March 2, and was returned to the 
ward in excellent condition. About twelve hours after delivery she had a 
severe convulsion followed by coma. A sweat bath was immediately given, 
and, as the patient’s nausea prevented the administration of fluid, 550 cc. 
of blood were withdrawn from the forearm. The blood pressure prior to 
venesection was about 130 mm., after venesection it fell to 115mm. In 
spite of the nausea fluids were then given freely, a maximum of 6,300 cc. ; 
the maximum diuresis was 6,730cc. Jaundice developed in this case, but 
in spite of this the patient made an uninterrupted recovery. 

It is interesting to note that this patient at a previous admission had 
a similar attack about eight hours after the delivery of her child. 
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2719. S. F., aged 22, primipara, was admitted in March, 1909. The 
patient had a spontaneous labour on March 12, when she complained of 
severe headache and some dimness of vision. As her blood pressure regis- 
tered 200 mm., a venesection was done and 550cc. of blood withdrawn. 
This lowered the pressure to 122 mm., and, on the administration of forced 
fluids, the patient showed marked improvement until the 6th day, when 
with a blood pressure of 142 mm, she had a severe convulsion followed by 
deep coma. The urine at this time contained a large quantity of albumin 
and some blood. The maximum temperature was 100°. Sweat baths being 
given and the administration of fluid continued, the patient made an 
uninterrupted recovery. This patient had a history of previous epilepsy, 
but there was nothing by which her convulsions could be differentiated 


from a typical eclamptic attack. The result for both mother and child was 
good. 


Mrs. W. (Dr. H. M, C.), aged 28, primipara, was delivered of twins on 
the afternoon of April 26, 1909 Late the same night she had a typical 
convulsion, and after a second convulsion the following morning, about 
seven o’clock, I saw her for the first time. She was very toxic and the 
pulse was full and bounding. Venesection was done without an anesthetic 
and 650cc. of blood were removed. The patient at this time was semi- 
conscious and after the bleeding slept during the greater part of the day, 
but was willing to drink freely when roused. She had been under treat- 
ment for some time prior to the confinement, and the kidneys, even at the 
time of the attack, were working fairly well. Diuresis was encouraged by 
the administration of large quantities of weak lemonade, and the patient 
made an uninterrupted recovery, 
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The Complications and Difficulties in a Series of 
250 Ovariotomies.* 


By J. M. Munro Kerr, M.D., 
Gynecological Surgeon, Western Infirmary, Glasgow. 


OvarioTomy has been over-shadowed in recent years by operations 
upon the uterus and tubes, and so the contributions to it have been 
relatively fewer than formerly. There are still, however, many 
questions of interest in connection with it which are worthy of 
discussion. 

I do not propose to give any details of the nature of the tumours 
removed, nor the symptoms that these tumours presented. These 
aspects of the subject have been fully considered in the past. I 
prefer to consider the complications and difficulties which were 
encountered in dealing with the tumours. 

My total number of cases to date number 250. 

On looking them over the first thing that struck me was that the 
mortality is very much higher in my series of ovariotomies than in 
my series of hysterectomies for fibroid tumours of the uterus. My 
mortality for hysterectomies, which now number 150, is 2 per cent., 
while my mortality for the 250 ovariotomies is 4°4 per cent. 

I bring this point forward because there is an impression amongst 
general practitioners that hysterectomy for fibroids is a much more 
serious operation than ovariotomy. As I have said my experience is 
entirely different, and I find that it agrees with that of other 
operators. It is not difficult to understand why this should be. In 
the first place the removal of fibroid tumours is seldom a matter of 
extreme difficulty. Even the difficult cases in which the tumour 
burrows into the cellular tissue underneath the peritoneum, are much 
more easily dealt with than ovarian tumours of a similar nature. 
Then a septic myoma is rare and is much less liable to cause general 
infection during operation than a septic ovarian cyst. Again in- 
testinal adhesions comparatively seldom occur with fibroid tumours. 
(In my series I only found them in seven cases.) With ovarian 
tumours it is quite otherwise; very frequently indeed there are in- 
testinal adhesions, and sometimes these are extremely intimate. 

Intestinal adhesions. Amongst my 250 ovariotomies I found 
more or less intimate adhesions to bowel in 75 cases. Amongst these 
I find that in three I opened into the bowel in trying to separate 


* Read at the meeting of the Edinburgh Obstetrical Society, May 12th, 1909. 
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the tumour, whilst in one I had to resect a portion of the gut fully 
a foot in length. As this ovariotomy was the most difficult one I 
have performed I give a brief summary of the case. 

Mrs. C., aged 43, was admitted to my ward in the Western 
Infirmary, on January 7, 1908. She informed me that she had had 
three children at full time, and three miscarriages. Her last preg- 
nancy was eight years ago. She began to menstruate at 13, and this 
function was regular until July, 1908. In 1905 an abdominal tumour 
developed, which was removed by another gynecologist of this city. 
In 1907 the abdomen was again opened by the same operator because 
of a second ovarian swelling. This was found so adherent to the sur- 
rounding parts that some fluid was drained off the cyst and the 
abdomen closed. When she came under my care some months later 
she was much distressed by the distension of her abdomen. She was 
suffering great uneasiness, the pain often radiating into her loins 
and down her limbs so that life was quite unendurable. On examin- 
ing the abdomen I discovered an irregular swelling extending to 
four fingers’ breadths above the umbilicus, more marked on the right 
than the left side. There was no mobility in the swelling. It was 
firm in consistence although here and there areas more elastic could 
be distinguished. 

A bimanual examination revealed the abdominal swelling con- 
tinuous with a hard immovable tumour in the pouch of Douglas. 
This tumour displaced the cervix forward and flattened it against 
the symphysis. 

The fundus of the uterus could not be defined. 

I explained to the patient the gravity of attempting to remove 
the tumour seeing that the other gynecologist had failed. She re- 
quested me to operate as her distress was so great, and at the same 
time to carry out any operation I thought fit. , 

Operation. A few days later I opened the abdomen. The incision 
was in left semilunar line, 6in. in length. By this means the 
abdominal cavity was opened into to the side of the tumour. The 
tumour was found most intimately adherent to the abdominal parietes, 
gut, omentum, etc. In separating the adhesions between tumour and 
small bowel the latter was opened into. Having separated the tumour 
from the adhesions (parietes and bowel) the injured intestine was 
dealt with. The openings involved a loop of bowel 1} feet in length. 
It was deemed advisable to resect this portion and an end-to-end 
anastomosis of the gut was made. It was now found that the lower 
part of the tumour was intimately associated with uterus, rectum and 
bladder. The bladder was separated and packed down out of the 
way. Deeming it almost impossible to remove the tumour without 
uterus and appendages, the uterovesical pouch was incised, and the 
bladder separated off the front of the cervix. The uterine and 
ovarian vessels on the left side were clamped and cut. The cervix 
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was then cut across and the retroflexed uterus was separated from its 
remaining attachments and removed. I then came to the lowermost 
part of the tumour, and separated it from the floor of the pelvis. As 
there was some general oozing I packed the pelvis with gauze, one 
end of which I brought out of the vagina. The wound was closed by 
through and through stitches. 

The patient made an uninterrupted recovery and was dismissed 
on February 14, 1908. 

In two of the cases in which I opened into the small intestine 
there was no special difficulty in repairing the injury, and the 
patients made excellent recoveries, but in one where the tumour was 
extremely adherent, and especially to the rectum, I was not so for- 
tunate, for the case terminated fatally. I managed to separate the 
adhesions between the small intestines and tumour quite satisfactorily 
without injuring the gut, but in separating the tumour from the 
rectum I made a considerable rent in the canal. I stitched it over 
very carefully, and drained the pouch of Douglas through the 
vagina. The patient seemed quite well for the first three days, but 
developed pelvic cellulitis from which she succumbed. The culture 
of the pus, taken from the pelvis, showed the infecting agent to be 
bacillus coli. 

Rectal adhesions are specially difficult to separate from above, 
and consequently in difficult cases it is a great advantage to remove 
the uterus and get at the tumour from below. This is referred to 
later in connection with broad ligament cysts. 

Sponging the tumour off with gauze, so suitable for adhesions 
with the small intestine, is not so effective in separating rectal ad- 
hesions. Careful snipping on the tumour with blunt pointed scissors 
curved on the flat we are are all familiar with. 

In certain cases where a considerable portion of a loop of bowel 
is injured, even although the injury does not amount to perforation 
of the lumen of the gut, it is advisable to resect the gut, rather than 
to put back the loop of bowel that has been so much damaged. I 
know it may appear to some a rather heroic measure but I am con- 
vinced it is the soundest surgical procedure. 

When the rectum is injured extensively it may be advisable not 
to attempt to stitch the wound in the bowel, but to drain through the 
anus, after previously paralysing the sphincter. 

Tapping the cyst. The next point I desire to refer to in connec- 
tion with ovariotomy, is the tapping of the tumour. Speaking gener- 
ally, I think this is undesirable except in unilocular cysts which are 
not infected, and not malignant. There are many multilocular cysts 
in which it has little effect in diminishing the bulk of the tumour, 
and in a certain number of cases the tumour contents are septic or 
malignant. When it is decided to diminish the bulk of a tumour it 
is better to aspirate the tumour rather than simply tap it. 
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Abscess of the ovary. Amongst my series of cases there are two 
of ovarian abscess, one of these cases was operated upon nine and the 
other eight years ago. Here is a brief history of the first one. 

Mrs. N., aged 35, stated that she had had three children, and that 
the last was born fully a year before she came under my care. After 
her confinement she had to remain in bed for a considerable time on 
account of fever. She had never been well since, and she frequently 
suffered from sickness and vomiting. When I first saw her she was 
very much collapsed with a feeble rapid pulse, and complained of a 
swelling in the lower part of the abdomen. This swelling she thought 
had been present for about three months. On examining the abdo- 
men, a large tumour, elastic to the touch, and about the size of an 
adult human head, could be felt rather more to the right than the 
left side, it was not movable and there was some tenderness over it 
and the abdomen generally. 

The day after admission to the hospital the patient complained 
of excessive pain over the tumour, and had great sickness and vomit- 
ing. Two days later I opened the abdomen, and discovered a large 
cyst on the right side. I inserted a trochar to draw off the contents 
of the cyst and in doing so a small quantity of pus escaped into the 
abdominal cavity; the pus was sponged away as carefully as possible. 
The cyst was removed, with no great difficulty. The pus, which was 
examined in the Pathological Institute, gave abundant cultures of 
streptococci. The patient unfortunately died on the third day. 
The manner of her death was very striking—there was absolutely no 
tenderness of the abdomen and practically no distension, the tem- 
perature was never higher than 99°8° except shortly before her death 
when 102° was registered, the tongue was always moist and fairly 
elean, and she persisted in saying up to the end how exceptionally 
well she felt. The only indications of her unsatisfactory condition 
were the pulse, which on the third day ran up from 95 to 120, and 
then to 140 and higher, and the exaggerated feeling of well-being. 

The only other case of a pure ovarian abscess on which I have 
operated, likewise died. The abscess had arisen after a confinement 
four months previously. From the pus of this case also pure cultures 
of streptococci were obtained. The patient when she came under my 
care was in an extremely collapsed condition. For weeks she suffered 
a great deal from abdominal pain, sickness and vomiting. The 
tumour, which was about the size of a fetal head, was removed 
entire, but the patient never rallied from the operation, and died 
36 hours afterwards. 

As I have said these are the only two cases of pure ovarian abscess. 
In connection with pyosalpinx cases I have met a large number in 
which the ovaries were also involved, but only in these two was the 
abscess entirely confined to the ovary. Differences of opinion exist 
regarding the safest method of dealing with ovarian abscess. If 
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the sac is removed immediately great care must be taken to pack 
off the intestines with gauze so that no pus can escape amongst them, 
the tumour should then, if possible, be removed entire without any 
attempt being made to evacuate it with a trochar. This is not the 
kind of tumour that should be aspirated. If there is great difficulty 
in removing the growth it is questionable if it is not a safer proceed- 
ing to close the abdominal wound, and after having done so to incise 
and drain the sac from the vagina. At a later date the tumour may 
be removed by abdominal section. 

Rupture of the tumour. Upon three occasions I have had to deal 
with a ruptured ovarian cyst. In two of the cases the cyst was 
unilocular and in one multilocular. In only one were there any 
symptoms of importance. In the two other cases a little abdominal 
tenderness was complained of, and there was a slight rise in the 
temperature and pulse after the rupture occurred. Naturally the 
danger depends upon the nature of the contents of the cyst. I give 
here the summary of the most serious case of the group. 

Mrs. H., aged 24, was admitted into my ward in the Maternity 
Hospital on September 13, 1907. Her last child was born 17 months 
before. For two months after the birth of her child she had no 
menstruation. She then had irregular menstruation until three 
months before admission. Her last period occurred in July. Upon 
examination an abnormal swelling about the size of a uterus at the 
seventh month was readily palpable. It was irregular in outline, no 
foetal heart or uterine souffle could be heard; through the anterior 
fornix an irregular swelling could be felt. There was great difficulty 
in excluding pregnancy. After repeated examinations the uterus 
was finally explored with a sound. After the examination the 
patient became very ill with a very rapid pulse and febrile tempera- 
ture. Operation was delayed for some ten days, during which time 
she steadily improved. The abdomen was then opened and a large 
multilocular ruptured cystic tumour removed. Immediately after 
the temperature fell and the pulse soon returned to the normal. 

Torsion of the pedicle. There were 14 cases of this nature in my 
series. I shall content myself, however, with simply recording two; 
the first to illustrate the symptoms of acute torsion, and the other to 
illustrate the features presented when the torsion had presumably 
been in existence for some time. 

Mrs. B., aged 28, was seized suddenly with excruciating pain 
round the umbilicus followed by sickness and vomiting. Two days 
later she was placed under my care in the Western Infirmary. She 
stated she was not conscious of any swelling having been present in 
her abdomen, but for the last year she had had occasional abdominal 
uneasiness, especially in the right iliac region. Menstruation had 
always been perfectly regular. Within a few hours of the onset of 
pain her abdomen became very much swollen, tender and absolutely 
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rigid. Urination was quite free. When I examined the abdomen 
it was much swollen, and on palpation a large tumour, reaching to 
above the umbilicus, could be felt: it was exceedingly tender to the 
touch. On bimanual examination there was some tenderness in the 
right fornix, but nothing could be defined save the cervix. A 
diagnosis of ovarian tumour with twisted pedicle was made. 

Upon opening the abdomen I discovered a shining dark purple 
tumour, about the size of a fetal head, it was only slightly adherent 
to the surrounding parts, and was easily removed, the pedicle was 
found twisted on itself two and a half complete turns. The tumour 
was easily removed and the other ovary, which was also cystic, was 
also removed. The patient was dismissed four weeks later perfectly 
well, 

C.P., aged 43, came under my care in the Western Infirmary on 
account of pain in the right side and swelling of the abdomen. She 
stated that until 15 months previously she had always enjoyed good 
health, except that she was troubled more or less with recurrent 
attacks of diarrhea. About 15 months before she was seized with 
an acute pain on the right side of the abdomen. This pain was very 
severe down the leg and round towards the back, and it has continued 
in varying severity ever since; she informed me that menstruation 
was regular, and had always been perfectly normal, lasting three or 
four days, and occurring at 28 days’ interval. She never had any 
pain or disturbance of the menstrual function. Upon examination 
a large elastic tumour could be felt very distinctly to the right side 
and lower half of the abdomen, it was not specially tender although 
there was some uneasiness when it was pressed upon. When I opened 
the abdomen I discovered a large cystic multilocular tumour, gener- 
ally adherent to the surrounding parts. After separating the ad- 
hesions and pulling up the tumour the pedicle was seen to be twisted 
two complete turns. Apparently the circulation in the tumour was 
little disturbed for the alteration in colour was inappreciable, 
although here and there, there were some hemorrhagic areas. I 
removed the tumour without any difficulty. The patient made a 
very satisfactory recovery. 

Amongst the cases of torsion of the pedicle that I have had to 
deal with there have been two deaths. In both the patients were 
extremely ill when they came under my care and died within a short 
time after the operation. I feel confident that if these cases had 
been treated earlier their lives might have been saved. 

When acute torsion of the pedicle occurs the symptoms are very 
characteristic, severe abdominal pain and increased pulse rate, so that 
with a definite tumour there should seldom be any great difficulty in 
recognizing the condition. Two of the cases, however, were placed 
under my care with the diagnosis of appendicitis. In one of them 
this was distinctly faulty as a definite tumour could be felt. In the 
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other, however, a tumour although palpable was diffuse, and I could 
only make certain of the diagnosis by making a blood count. 

Ovariotomy in the aged. In two of the cases I operated on, the 
patients were well over 70 and one was 81 years of age. 

In one of these cases I removed, with extreme difficulty, and after 
a prolonged operation, a cyst which had burrowed into the broad 
ligament. I hardly expected the patient to recover from the opera- 
tion, as she was very much collapsed at its termination and developed, 
a few days afterwards, hypostatic congestion of both lungs. She, 
however, made a very good recovery ultimately, and left the hospital 
very well. 

The patient, aged 81, is specially interesting in this respect, 
that she was a connecting link with the great Sir James Y. Simpson. 
She informed me that when she was 17 years of age Dr. Simpson had 
tapped a tumour and injected it with some fluid. She was not again 
troubled with the tumour until 1905. The following is a brief history 
of her case from the time she came under my care, 

I was asked to see Miss X. by Dr. Dingwall, of Alloa. He in- 
formed me that he had twice tapped what he took to be an ovarian 
cyst, but that the fluid had very rapidly re-accumulated. He asked 
me to see her and give my opinion as to whether or not it was 
advisable to risk an operation. 

The tumour as I saw it was a large swelling filling the entire 
abdomen and causing the patient a good deal of discomfort— 
dyspnea and very obstinate dyspepsia were specially complained of. 
The tumour seemed to be unilocular as a wave could be transmitted 
across it in all directions. As I feared there would be extensive 
adhesions from the repeated tappings, I pointed out to the old lady 
the extreme gravity of the operations. She, however, felt so un- 
comfortable, and was steadily getting worse, that she decided to 
submit to it. 

I performed the operation in the Clackmannan County Hospital, 
Allot; Dr. Dingwall administering the anesthetic. The tumour 
fortunately turned out to be a simple one. When I opened the 
abdomen and inserted my hand I could find no trace of adhesions, I 
therefore aspirated the cyst and removed the collapsed sac. The 
pedicle, which was of moderate breadth, was quickly tied and the 
abdomen closed. For some days after the operation sickness was 
very persistent, but when that subsided the patient made an un- 
interrupted recovery. 

Fibromyoma associated with large ovarian tumours. Upon 10 
occasions I removed the uterus along with the ovarian tumours, 
because both ovaries were very extensively diseased, and the uterus 
was affected by fibromyomata. These cases, however, presented no 
complications of any special note, so that I need not refer to them. 
They all made uninterrupted recoveries. 
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Broad ligament cysts. Amongst the cases of broad ligament cysts 
on which I have operated, in a considerable number the removal has 
been attended with great difficulty. Whilst a simple pedunculated 
unilocular cyst is one that can be removed with great ease, a uni- 
locular cyst which burrows deep under the pelvic cellular tissue, and 
a multilocular cyst which extends into that tissue are extremely 
difficult tumours to remove. They are far more difficult to enucleate 
than fibromyomata. 

Theoretically the splitting of the broad ligament and enucleating 
the cyst from its bed is a very simple proceeding, and in practice is 
not so very difficult if only the upper part of the broad ligament is 
involved, but when one comes to the deeper part the extraction of 
the cyst becomes very troublesome, for one then gets into the 
dangerous region of the rectum, ureter and branches of the iliac 
vessels. 

Upon two occasions after removing such tumours (the other ovary 
was diseased in both cases), I found that the uterus was so closely 
blended with the growth and its lateral wall appeared so ragged 
after their removal, that I decided to remove the uterus also. I 
have recently, therefore, made a point of examining very carefully 
the appendages of the other side, and only attempting to remove the 
tumour alone, if I have found them quite healthy, or so slightly 
diseased that I could conserve them. 

I have found it a much better proceeding in these grave cases 
to remove the uterus and appendages proceeding as one so often does 
in hysterectomy for fibro-myoma by going down the one side and 
then across the cervix, and approaching the tumour from below. 
By this means the operation is much shortened, injury to ureters, 
rectum and vessel is lessened, and a much cleaner pelvic floor is - 
obtained. 

After the ovaries and uterus are removed, the pelvic floor is 
carefully covered with peritoneum. 

In common with all gynecologists I attach great importance to 
conserving the reproductive organs when at all possible, but I cannot 
believe that it is advisable to leave the uterus from which, with 
extreme difficulty, both ovaries and tubes have been removed. I 
have only once or twice found it necessary to make a complete sweep 
of the reproductive organs for ovarian tumour in the manner I have 
described, but I feel confident that it is the soundest treatment in 
cases of bilateral disease of the ovaries, and broad ligament. 

Malignant tumours of ovaries. In the last two years it has be- 
come my custom to remove the uterus if I am the least suspicious 
that the ovarian tumour was malignant, for the uterus is occasionally 
also affected. 

Appendectomy. In recent years I have made a point of always 
examining the appendix, and in six cases have removed it in addition 
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to the tumour. In two cases because the appendix was diseased and 
adherent to the tumour, and in four because it was adherent to the 
cecum or the surrounding parts. There were no special difficulties 
in these cases, and all the patients made satisfactory recoveries. 

Gall-stones. On only one occasion have I had to remove the gall- 
bladder. This was a patient sent to me by Dr. Graham, of Partick, 
on account of large ovarian tumour. 

She complained of a good deal of tenderness over the upper part 
of the tumour, and there was a hard projection felt there. The 
removal of the multilocular ovarian tumour was not attended with 
very great difficulty, although some intestinal adhesions had to be 
separated. After the tumour was removed, however, I discovered 
that the swelling previously felt on the top of the tumour was the 
gall-bladder greatly distended and containing numerous gall-stones. 
Having satisfied myself of the patency of the common duct I per- 
formed cholecystectomy. The patient made a most satisfactory 
recovery, and the biliary discharge from the front wound cleared up 
in a couple of days. 

Pregnancy, labour and the puerperium. I have already discussed 
these cases in Chapter XV Operative Midwifery (Operative Midwifery, 
Balligre, Tindal & Cox, 1908). Since writing that chapter I have 
had five other cases, two in pregnancy, two in the puerperium and 
one in labour. As, however, there was nothing very special in the 
operation in these cases, and as they were all dealt with as soon as 
they were recognized, I do not propose to refer to them at present. 
In the cases operated upon during pregnancy the pregnancy was not 
disturbed. 

Details in technique. The patients for operation are prepared as 
follows : — 

After being thoroughly scrubbed and shaved, and the abdominal 
wall cleansed with ethereal soap, turpentine and alcohol, a compress 
wrung out in a weak solution of carbolic is applied for 12 hours. The 
skin is again cleansed, turpentine being omitted and adry sterile gauze 
dressing is applied. On the operating table the skin is again gone 
over with either biniodide and spirit (1 in 500) or Harrington’s solu- 
tion. I have also been quite satisfied with the skin sterilization 
resulting from the application of tincture of iodine. 

The hands of myself and assistants are scrubbed for twenty 
minutes in hot soap and water, and then in biniodide and spirit; our 
hands are then thoroughly dried and encased in dry rubber gloves. 

For the last three years I have employed rubber gloves in all my 
cases, and I become more and more convinced that this is a wise 
proceeding, especially when they are used dry. Even after a pro- 
longed operation, when one takes one’s hands out of the gloves, the 
surface of the hands are absolutely dry and glossy and the powder is 
found dry in all the crevices of the nails and points of the fingers. 
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It is of great importance that the gloves should be put on dry, for 
injury to the gloves is then of little consequence. My assistants, 
the nurse in charge of the gauze swabs, and the sister in charge of 
the instruments also wear gloves. The swabs are taken out of the 
sterilizer and used dry, except the long rolls of gauze which I use to 
pack off the intestines immediately after opening the abdomen. I 
use cat-gut and silk-worm gut, silk very rarely except for intestinal 
stitching. 


I prepare the cat-gut as follows :— 


Cat-gut rendered free from fat is boiled in alcohol under pressure 
for an hour, and is then put into a mixture containing 1 part tincture 
of iodine and 15 parts proof spirit for eight days. It is then ready 
for use. This is practically the method recently recommended by 
Dr. Scott Riddell of Aberdeen. 

I have already stated that I attach great importance to packing 
off the intestines carefully with rolls of gauze wrung out of normal 
saline solution, also I consider it is of great importance to arrest all 
bleeding in the abdominal wound and to keep the abdominal wound 
and skin dry. 

As regards drainage, I employ it as seldom as possible. I never 
atiempt it through the abdominal wound. I always drain through 
the vagina, when I employ a rubber tube surrounded with gauze. 
In the few cases where I have deemed it necessary to drain the kidney 
pouch, I have always done this through a counter opening in the 
loins. I always drain if I am not satisfied that the pelvic floor is 
absolutely dry, and especially if it is ragged and cannot be well 
covered with peritoneum and if I have opened up the cellular tissue 
about the rectum. 

I take extreme care in covering up every raw surface, and I — 
always close the abdomen in layers. I use first one continuous cat- 
gut suture for the peritoneum, and then 5 or 6 silk-worm stitches for 
muscle sheath and skin. Before the latter are tied I stitch the sheath 
with cat-gut. I occasionally employ a subcuticular stitch or a horse- 
hair cuticular stitch. 


After treatment. I do not propose to consider in any detail the 
after treatment of abdominal sections or of ovariotomies in particular. 
I merely wish to refer to two procedures which I have found very 
beneficial in certain severe cases. 

It is my rule to give the patient absolutely nothing by the mouth 
for the first 24 or 36 hours. I have tried all other means to lessen 
post-operative sickness, but I have found it best not to give the 
patient anything whatever during the time mentioned. I make it a 
rule, whenever the sickness persists longer than 36 hours, and if the 
vomited matter becomes a brown colour before that time, to wash 
out the stomach with a weak soda solution. I find this is a far more 
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effective way of clearing out bile regurgitating into the stomach than 
the simpler procedure of giving the patient large drinks of soda 
solution, because when one gives simply drinks of soda solution the 
fluid never really washes out the stomach, but is simply forced back 
by contractions of the cardiac end of the stomach. 

Another procedure which I have found of great benefit is the 
continuous rectal infusion of normal saline solution. As a rule this 
can be continued for many hours without the bowel rejecting it. My 
practice is usually to continue it for six hours and then to stop for 
an hour or two. I am quite convinced that many of the serious 
cases of abdominal section have been saved by this procedure. 
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SELECT CLINICAL REPORTS. 


(Under this heading are recorded, singly or in groups, cases to which 
a special interest attaches either from their unusual character or 
from being, vn a special sense, typical examples of their class). 


I. 


A Case of Chorionepithelioma Developing in Connec- 
tion with the Birth of a Living Child. 


By H. T. Hicks, F.R.CS., 
Hon. Gynecological Surgeon to the Derbyshire Royal Infirmary. 


CHORIONEPITHELIOMA developing after the birth of a living child is 
happily of rare occurrence, and so difficult is the diagnosis that any 
fresh clinical facts can hardly be too widely published. 

The case is as follows. The patient was aged 26, and the mother 
of four children, the last being two years old. She had had good 
health up to the last confinement, and said that she had never 
miscarried. She had not felt strong since she became pregnant with 
the fifth child, but nothing definite happened until she reached the 
seventh month of the pregnancy, when she was seized with severe 
pain in the left renal region. Soon after Dr. Druit of Alvaston saw 
the patient and he thought the severe attacks of pain pointed to the 
presence of a calculus in the left kidney, but a careful examination 
of the urine failed to show the presence of pus or blood. The attacks 
of pain were of such severity as to require the administration of 
morphia. The temperature ranged between 99° and 100°F., and the 
patient seemed generally ill. Labour came on at the eighth month 
of pregnancy. There was no difficulty at the time of the delivery. 
A midwife attended and she states that the child was covered with a 
slimy brownish material, and the placenta was of very dark colour 
and only about the size of the palm of the hand. There was no 
excessive hemorrhage. The patient progressed fairly well and the 
pain abated somewhat. The child was born on August 7th, and on 
the tenth day the patient was able to get about, but the attacks of 
renal pain continued. On September Ist there was some hemorrhage 
from the uterus, and Dr. Druit, thinking that there might be some 
placental remains within the uterus, passed a blunt curette. He got 
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away a few small shreds. There was not much bleeding and this 
soon ceased, but the patient began to get rapidly worse. Dr. Druit 
thought there might be some low form of sepsis at work causing her 
debilitated condition, so he advised her removal to the Derbyshire 
Royal Infirmary, where she was admitted under the care of Dr. 
Vaudrey. 

I saw ‘her with Dr. Vaudrey on September 9th. She was then in 
great distress and distinctly jaundiced. The temperature was 102° 
and the respirations painful and rapid. She complained of severe 
pain in the hepatic and to a less extent in the left renal regions. 
She was moderately wasted and the abdomen was distended. All 
over the hepatic area there was great tenderness, and the liver 
dullness extended down to the level of the umbilicus, where the liver 
edge could be felt. A careful bimanual examination showed that 
the uterus was enlarged to about the size of a two month’s gestation, 
it was soft, freely mobile, and of normal shape. No tumour could 
be felt, there was no discharge of any kind, and there was no 
bleeding after the manipulations. In fact the examination of the 
pelvic organs showed what appeared to be a subinvoluted condition 
of the uterus, which could well be accounted for by the general 
condition of the patient and her recent labour. I came to the 
conclusion that the patient had some septic trouble in the region of 
the liver, the cause of which was not obvious. 

During the next few days the patient seemed to improve. The 
temperature fell to normal and the hepatic pain became less. The 
pulse and respirations, however, remained rapid, and the jaundice 
increased. On September 23rd the patient appeared to be going 
down hill rapidly, and as all the symptoms still pointed to an acute 
condition in connection with the liver, Mr. Southern explored and 
found the liver studded all over with small whitish nodules, causing 
considerable enlargement of the organ. The uterus and ovaries were 
palpated through the abdominal wound, but beyond a uniform 
enlargement of the uterus and a few small cysts in both ovaries, 
nothing abnormal was felt. 

A small nodule of growth was removed for microscopical exam- 
ination, and both Dr. Barber and myself at once recognized the 
growth as a chorionepithelioma. The subsequent progress of the 
case was that of rapid dissemination of the growth among other 
organs. The lungs became affected and gave rise to coughing and 
hemoptysis. The jaundice deepened and the patient died on October 
9th, viz., two months and two days after delivery. Except for a 
little hemorrhage, which occurred two days after the operation, 
there was no uterine discharge while the patient was in the Hospital. 

The autopsy (Dr. Barber’s report). The body was considerably 
wasted and very jaundiced. The lungs were studded all over with 
small hemorrhagie growths. The pleure were free from growth. 
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The liver was much enlarged, weighing 7 lbs. 130zs. The liver 
substance was pale and soft. The areas of growth varied in size 
from a walnut to an orange, they were well defined and each 
appeared to have a thin capsule. There were large areas of hemor- 
rhage, but the growth itself was of a whitish colour. The spleen and 
the left kidney both contained a large capsulated growth, and the 
right lobe of the thyroid also contained two small deposits. The 
growth in the kidney was about the size of a large orange and had 
compressed the substance of the kidney against its capsule, and had 
not invaded the renal pelvis. This probably accounts for the 
complete absence of hematuria. 

The uterus measured six and a half inches from fundus to cervix. 
The muscle was generally thickened and soft. In the left hand 
corner in the region of the interstitial portion of the Fallopian tube 
was a small necrotic mass of growth of whitish colour, measuring 
an inch in its widest diameter. The cavity of the uterus was quite 
free from growth and the small uterine mass did not even project 
into the cavity. There were no vaginal deposits, and ovaries were 
also free. These latter organs contained numerous small cysts, but 
there was no excess of lutein tissue. 

Microscopical sections taken from the uterine and other growths 
all showed the same characteristics. There isa great excess of necrosis 
and hemorrhage in all the tumours as is always the case in 
chorionepithelioma. The growth is composed mainly of two types of 
cells, viz., syncytium and Langhans’ cells, the syncytium being 
present in larger quantities. 

With regard to the fate of the child, it would, of course, be 
interesting to know the exact cause of its death, which took place 


two months after delivery. The child was taken away to another. 


part of the country, and I have not yet been able to get any 
trustworthy information as to the cause of its death. It was a feeble 
premature child and great difficulty was experienced in feeding it. 

This is another case of chorionepithelioma developing in connec- 
tion with the birth of a living child, and judging from the symptoms, 
I think there can be little doubt that dissemination of the growth 
commenced some weeks before delivery. Unfortunately, we have no 
real knowledge as to the condition of the placenta. The midwife 
who attended states that it was small and of a very dark red colour, 
and the child was covered with a dark blood-stained slime. I am 
inclined to think that this placenta was malignant and represented 
the primary growth. The small necrotic uterine growth situated 
deeply within the uterine muscle was probably embolic in origin, 
and did not truly represent the primary growth. I think everyone 
accepts the view brought forward by Marchand that these growths 
originate from the epithelium of the chorion, and it is a matter of 
great clinical importance as to whether a superficial intra-uterine 
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growth is left behind when the mole or placenta is expelled, or 
whether the uterus is either left entirely free from growth or small 
masses are found lying in the veins of its muscular walls. The 
clinical importance of this is that if a superficial growth develops 
in the uterus, hemorrhage will probably be a prominent and early 
symptom. This will lead to the detection of the growth, but in the 
absence of bleeding an early diagnosis will be a matter of great 
difficulty. As is well-known, this form of growth develops more 
commonly in connection with vesicular moles than with any other 
form of pregnancy, and it appears that uterine hemorrhage is the 
rule when it follows molar pregnancy, but when it follows the birth 
‘of a living child marked hemorrhage from the uterus seems to be 
the exception. An early diagnosis of chorionepithelioma is therefore 
a matter of great difficulty unless uterine hemorrhage leads to its 
recognition. Most of the cases arising in connection with the birth 
of a fully or nearly fully developed placenta are not diagnosed, until 
general dissemination has taken place or are accidentally found at 
the autopsy. Most of them are diagnosed as cases of sepsis, and if 
the uterus contains no growth, or if the growth is situated deeply 
within its walls, I do not see any hope of a correct diagnosis being 
made until dissemination to other organs leads to its discovery. 

We know that chorionepithelioma, when diagnosed early, is 
perhaps the most favourable form of malignant growth, but the 
symptomless manner in which it may develop must be a source of 
alarm. I do not think there can be much doubt that the growth in 
this case began to disseminate some weeks before the child was born, 
and I cannot see how these antepartum cases can be diagnosed before 
it is too late to do any good, unless the embolic deposits appear early 
in such an accessible region as the vagina. There are now many 
cases on record in which vaginal growths have been discovered while 
the gestation was yet within the uterus. Such cases have been 
recorded by Pick and Landau, by Neuman, Poten and Vasmer, and 
by Schickele. All these cases recovered after operation and were 
well at the time of reporting, some time after. If the growth 
disseminates to organs like the liver and kidney before the gestation 
is expelled and without giving the slightest local warning, I do not see 
how we can hope to diagnose such a condition until it is too late for 
surgical interference. As I have said above, it seems to be the rule 
that when a malignant vesicular mole or placenta is expelled from 
the uterus a superficial growth is left behind, but dissemination 
may have already taken place before the gestation is expelled. On 
the other hand, we have many examples in which the uterus either 
remains completely free from growth or small embolic patches are 
found in the veins of its muscular walls. 

In a short paper on this subject read before the Obstetrical Society 
of London in 1907, I collected fourteen cases in which there was no 
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superficial uterine growth, and added one of my own, which was 
under my care in the Samaritan Hospital in London. In this case 
a small vaginal nodule of dark red colour was discovered during the 
course of a routine examination of a woman who was suffering from 
a recent empyema operation and who had passed a vesicular mole a 
few weeks previously. This patient died about a year later from 
dissemination of the growth to other organs in spite of the fact that 
the vaginal growths were extensively removed at the time of the 
first operation and recurrences on many occasions. During life there 
were no signs of uterine growth, and at the autopsy this organ was 
found to be entirely free from disease. 

Perhaps the most striking example of dissemination without 
uterine growth is the case recorded by Professor Marchand, of a 
woman who died with symptoms of cerebral hemorrhage a few 
months after the birth of a vesicular mole. The cause of death was 
found to be due to a large hemorrhagic tumour in the brain. There 
were also small deposits in the lungs and other organs. Microscopi- 
cally the growth had the structure of a chorionepithelioma and the 
uterus was free from growth. 
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IL 


Torsion of the Internal Genitalia in the Presence of a 
Large Fibromyoma Uteri. 


By Artuvur Connex, F.R.C.S. (Edin.), 


Hon. Surgeon, Royal Infirmary; Lecturer Surgical Pathology, and 
Practical Surgery, University of Sheffield. 


Tue rarity of this lesion, its interesting clinical manifestations, and 
the extraordinary vitality of the patient, are sufficient in themselves 
to warrant publication. 

History. An unmarried woman of 50, short, thin and wiry, who 
had enjoyed excellent health and led a busy life to within twelve 
months of her present illness, began about February, 1908, with 
symptoms of dyspepsia, general lassitude, pain after food, and 
occasional vomiting, associated with constipation. These symptoms 
very gradually increased, the constipation becoming more pro- 
nounced, and the pain after food greater. She consulted her medical 
attendant, Dr. Hargreaves, and received marked relief so long as 
she continued his treatment. 

The menstrual history is one of absolute regularity, five day 
periods, never an excess, no intermenstrual show, menopause at the 
age of 48. 

Just about Christmas, 1908, she had her first violent attack of 
pain, accompanied by vomiting and obstinate constipation, the 
severity of which caused her to take to bed for the first time for many 
years. This attack subsided with rest and the administration of 
opiates in some form, but at this time it was apparent to her that 
the abdomen was increased in size. 

She enjoyed short intervals of freedom from pain until a second 
attack made its appearance, when, on examination of the abdomen, 
her medical attendant told her of the existence of a tumour. 

On February 12 (Friday), directly after an action of the bowels, 
she was suddenly seized with acute agonising abdominal pain accom- 
panied by vomiting. She was seen at once by her doctor, who 
administered opiates in small and frequent doses—a line of treatment 
which had given relief on previous occasions. 

On February 14, at 9-30 (Sunday), I saw her in consultation with 
her medical attendant, and, after getting the main points of her 
history from various sources, I proceeded to make a working diag- 
nosis. The condition at this time was, to say the least of it, grave. 
In spite of the smallness of her pupils she seemed in great pain, and 
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the vomiting seemed incessant, but was accompanied by retching 
with effort; as the vomiting had come on at the start, and as I was 
assured it had practically never ceased, I examined all specimens of 
the vomited matter which had not been thrown away, and I was 
quite satisfied that the vomiting was not progressive in character, 
but that she was merely returning what she had swallowed. Her 
thirst was intense, and during the time I was in the room she had 
several drinks of some kind, which were promptly returned. The 
pulse was very rapid, small and of low tension. The tongue was 
intensely dry and beefy. 

The abdomen was irregularly enlarged, the enlargement being 
confined principally to the left side and to that part below the level 
of the umbilicus, and extended from the pelvis to the left costal 
margin, under which it disappeared. There was no bulging of the 
flanks. Respiratory movements were absent, general tenderness was 
pronounced over the tumour, but absent in the right flank and 
hypochondrium. 

There was absolute dullness over the greater part of the abdomen, 
except for the upper part on the right, which was resonant and less 
resistant. The tumour was very resistant, hard and irregular with 
rounded edges. Palpation of it caused great pain and discomfort. 
There was no thrill. The rectum was empty, and through the 
anterior wall a part of the inferior surface of the tumour could be 
felt. The tumour was so fixed and solid that the finger, per rectum, 
could not move it in any direction. 

I gave it as my opinion that the case was one of torsion of a 
fibroid tumour and that there was no general peritonitis for the 
following reasons: (a) The character of the vomit, which had never 
altered in character from the moment she was taken ill on the 
Friday, viz., 60 hours after the onset; (b) the character of the method 
of vomiting; (c) the character of the pulse; (d) the general facial 
aspect; (e) the absence of tympanitic distension of the abdomen. 

On these grounds I suggested immediate operation if the patient 
would accept the grave risk. She was taken to the nursing home 
and placed on the operation table from the ambulance, care being 
taken to place her on a hot-water bed on the table. Sufficient ether 
was administered by the ‘open method’ to admit of a thorough 
cleaning, and operation was begun by a long incision to the left of 
the middle line extending nearly to the left costal margin. Finding 
that the tumour could not be delivered through this incision, the 
attenuated uterine wall was freely incised and the tumour rapidly 
enucleated; no hemorrhage foflowed this procedure, which clearly 
pointed to arrest of the blood supply from some cause. 

This cause was easily discovered; amongst the clues may be 
mentioned the colour of the uterus and appendages, which were 
chocolate-coloured, swollen and edematous with patches here and 
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there of a greenish-yellow lymph on their surface, coupled with the 
lack of hemorrhage from the cut vessels. 

The uterus, etc., were delivered through the wound, and a rapid 
survey of the pelvic viscera revealed the fact that the whole internal 
reproductive organs were twisted from left to right at the isthmus 
through about 270°. A Wertheim clamp was applied to the thin 
and attenuated isthmus, which was ligatured and the structure 
removed. The abdomen was rapidly closed, two pints of sterile salt 
solution having been poured in before closure of the peritoneum. 
The operation lasted sixteen minutes and was attended with con- 
siderable shock. A rectal saline of 2 ounces containing 5 minims of 
adrenalin chloride, 1—1000, was given with an idea of combating 
the shock and the extreme lack of tension in the arteries. During 
the early hours of the following morning a left sided hemiparesis 
developed, accompanied by mild delirium. In five days all these 


untoward symptoms cleared up and her recovery was rapid and 
uneventful. 


Description of the Drawing of the Tumour. 

The drawing has been made from the museum specimen which 
has gone through the usual processes of hardening and colour 
preservation. 

The enucleated fibroid is of the usual structure with no degenera- 
tion of any kind, engorged with venous blood, and weighed 6 lb 4 oz. 

The photomicrograph shows the vessels filled with blood. 

On examination by the rectum five weeks after operation, the 
cervix was found quite evident and freely movable. 
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IIl. 


Note on Ligature of the Ovarian Vessels as a 
Substitute for Oophorectomy. 


By J. W. Batuantyne, M.D. 


Tue publication of Mr. Gray’s important article, entitled “ Ligature 
of the Ovarian Vessels as a Substitute for Oophorectomy,” in the 
July number of this Journal, brought back to my mind a patient 
upon whom Sir (then Professor) Alexander Simpson operated in 
1883. The case was described in full in a paper which I contributed 
to the Edinburgh Obstetrical Society in July, 1884, and which was 
afterwards published in the Transactions of the Society (Vol. ix, p. 
178, 1883-4) and in the Edinburgh Medical Journal (Vol. xxx, p. 
443, 1884); it also formed part of the clinical material upon which 
my dissertation to the Royal Medical Society upon Oophorectomy 
was based (February, 1885). But Professor Simpson’s connection 
with the operation of ligature of the ovarian vessels as a substitute 
for oophorectomy was earlier than 1883; for, in March, 1879, he read 
a paper before the Edinburgh Medico-Chirurgical Society, describing 
a case of double oophorectomy, or Battey’s operation, which he had 
performed, and in the course of some comments which he then made 
upon the operation he threw out the following suggestion: “Is it 
necessary to cut off the ovaries after strangulating their pedicles? 
It would be a great comfort to be able to close the abdominal wound 
with the absolute certainty that no internal hemorrhage could occur;. 
and this certainty we should have if we could arrest the ovarian 
activity by simply cutting off the blood supply with a ligature. 
Experiment alone can determine what the result of such a simple 
application of the ligature would be; whether, for instance, it might 
give rise to a gangrenous or inflammatory condition such as we 
occasionally see in ovarian cystomata, where the pedicle had become 
twisted, and such as might introduce an element of danger; or 
whether, on the other hand, the capillary circulation might not so 
far keep up the vitality of the organ that some of the ovisacs would 
continue to grow and pass through their cyclical changes.” At the 
London International Medical Congress in 1881, Dr. Battey, in 
alluding to the above-mentioned suggestion, called attention to the 
fact that a test case had been operated on at Mount Morris, 
Michigan, in August, 1880, by Drs. Bardwell and Rumer (Obstet. 
Gaz., iii, 120, 1880-1), who record the result of the experiment in 
the following words: “ May now be said to be a perfect success, as 
the patient is perfectly comfortable and able to attend to her duties.” 
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So far as I know, the next case to be recorded was that operated upon 
by Sir Alexander Simpson in 1883. The patient suffered from 
dysmenorrhea due to retroflexion of the uterus and congestion of the 
ovaries with some degree of prolapse. The abdomen was opened and 
the vascular connections or both ovaries (which were enlarged but 
not cystic) were constricted by means of silk ligatures. The patient 
made a good recovery, never menstruated again, and reported from 
time to time that the pelvic pain was much less than formerly; but 
she had a slight attack of pelvic peritonitis some six months after 
the operation. The uterus remained thereafter in its normal 
position. Much has been added to our knowledge of the functions 
of the ovaries since 1883, and the operation above described requires 
to be reconsidered in the light of modern views regarding internal 
secretions and hormones; and this has been done by Mr. Gray in his 
article published in July of this year. I have myself treated one 
case of dysmenorrhea partly in this fashion (in 1905); one ovary I 
removed, and the other was so intimately adherent to the bowel that 
I had to content myself with ligaturing its vessels; the patient was 
entirely freed from her pain and did not menstruate again. In view 
of the interest which this procedure may possibly excite, it has 
seemed good to bring to light again Sir Alexander Simpson’s 
suggestion and performance, more especially because I gave to the 
article in which I recorded the case the singularly uninformative 
title of ‘‘ Some Cases of Clinical and Pathological Importance,” and 
so virtually buried it. 
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REVIEW OF CURRENT LITERATURE. 


Unpvrr Cuarce or Earpiey Hoiianp, M.D. 


The significance in Gynzcology of the Antitrypsin contained in 
the Blood. 


Georce Becker, Halle (J/uenchener m. Wchns., 1909, No. 27, S. 1366), finds that 
in the blood of patients with carcinoma a decided increase in the antitrypsin element 
is nearly always present, but that this condition is not specific of carcinoma since it 
is associated also with other morbid states (anemia, chronic septic processes, cachexia) 
and with the puerperium. 

The increase in the antitrypsin may be utilized, in conjunction with other 
clinical symptoms, in diagnosis. It is not, however, of great importance in differential 
diagnosis, for the same reaction is often positive in tumours anatomically benign but 
clinically malignant. 

During labour the antitrypsin is greatly increased, but the amount of it contained 
in the blood during pregnancy is normal or nearly so. J.J.M. 


The Treatment of Tetanus by Chloretone. 

W. H. Hurcuines (Surgery, Gynecology and Obstetrics, July 1909), in advocating 
the use of chloretone as the best drug for controlling the spasms of tetanus, reports, 
amongst others, two cases of gynecological interest. (1) A single woman, aged 23, 
had an abortion performed, under chloroform, at her home. She left her bed on the 
4th day, and felt quite well until the 6th, when her jaws felt rather stiff. This 
gradually increased, swallowing became difficult, and, nine days after the operation, 
pain and stiffness in the back followed by general muscular spasms occurred. She 
was seen by various physicians, who prescribed bromides and other nerve sedatives, 
which were swallowed with difficulty. Two days later tetanus was diagnosed and 
the patient was sent into hospital, where Hutchings saw her. She presented a 
typical picture of a severe case of tetanus. She was at once taken to the theatre 
and curetted under chloroform. An emulsion of the curettings injected into guinea 
pigs caused death from tetanus in six days. Thirty grams of chloretone, dissolved 
in warm olive oil, were given per rectum. Sleep and complete muscular relaxation 
were thus induced. The drug had to be repeated next day. An uninterrupted 
recovery ensued, but chloretone was given, as a precautionary measure, for several 
days. Antitetanic serum and rectal salines were also freely administered. (2) A 
single woman, aged 19, had the uterus curetted and the round ligaments, in the 
inguinal canals, shortened, by an experienced gynecologist, for dysmenorrhcea and 
retroversion. Iodised catgut and Michel’s clips were used. The wound healed by 
first intention and the patient was quite well until the 12th day, when soreness and 
stiffness of the jaw were noticed. Post-operative parotitis was suspected. There 
was only slight increase in the difficulty in opening the mouth, and no other bad 
symptoms, until 8 days later, when the muscles of the back and neck became rigid 
and clonic spasms of the jaw muscles occurred. Tetanus was then diagnosed, and 
Hutchings was asked to see her. Sixty grains of chloretone, per rectum, stopped 
the clonic contractions and lessened the rigidity. Five hours sleep was followed by 
a return of the clonic contractions and another sixty grains were given. There was 
no recurrence of the spasms, but it was a week before the jaw could be opened 
properly. Antitetanic serum and rectal salines were also given, and the chloretone 
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was continued for several days. A small bleb at one end of the wound contained 
clear serum, from which staphylococci cnly were cultivated. This was a milder case 
and, Hutchings says, would probably have recovered under any treatment. Of the 
other 4 cases reported, 2 died, one from general peritonitis, the other from heart 
failure due to the toxemia. The muscular spasms were completely controlled, in 
every case, by the chloretone. This is all it will do. It has no effect on the toxin 
circulating in the blood, nor will it break up the combination between the nerve cells 
and the toxin. It is harmless, even in very large doses, and easy of administration. 
If the patient can swallow, it can be given by mouth dissolved in alcohol. If this is 
not possible, it can be given per rectum, dissolved in olive oil. Mites H. PHruirs. 


The Origin and Extension of Tuberculosis in the Female Genital 
Tract. 

G. Wiener, Munich (Muenchener m. Wchns., 1909, No. 31, S. 1602), epitomises the 
conclusions of Albert Blan on the above subject drawn in a monograph recently 
published by S. Karger, of Berlin. 

Among all the cases published there is not a single one in which tuberculosis of 
the genital tract can be considered to be primary, nor one in which its extension from 
below upwards, was demonstrated. To make the occurrence of the disease in the 
genital tract possible, certain favouring factors such as the puerperium or trauma 
must be present, and in this we may find the explanation why tuberculosis of the 
female genitalia is much less trequent than of the male, and that the genitalia are 
less frequently attacked by the disease than are other organs. For owing to the 
protection against the bacilli afforded by the secretion of the vagina and cervix, the 
infective germs must be especially virulent to produce the disease at all. It has 
certainly never been proved that tubercle bacilli have found their way upwards 
against the stream of secretions, and so been the cause of tuberculosis in the upper 
portions of the genital tract, and in regard to infection, apparently of an ascending 
character, it cannot be denied, that such cases may be due to simultaneous infection 
of the higher parts of the mucosa, or to an independent invasion of the mucosa by 
the process from without. J.J.M. 


A New Operation for the Cure of Hernia of the Linea Alba. 

Henket (Arch. f. Gyndk., Bd. 1xxxviii, p. 457) makes a horizontal incision through 
the skin and subcutaneous tissues down to the rectus fascia, in such a mnaner as 
to form two equal flaps upwards and downwards. He then makes a vertical 
incision along the free edge of both recti muscles, dividing the aponeurosis into its 
two layers, and taking away the intervening portion which constitutes the stretched 
out linea alba. He thus has three layers to sew up, namely, a layer of fascia, deep 
to the recti muscles; the recti muscles themselves, and a strong superficial layer of 
fascia, all of which are sutured separately to the corresponding layer across the 
middle line. A strong abdominal binder must be worn for some time; Henkel 
advises Brése’s Idealbinde. ‘The great advantage of this operation is that the 
general peritoneal cavity is not opened, and the operator states that for these 
operations, he prefers anesthesia by lumbar puncture with tropacocaine in preference 
to a general anesthetic, in order to avoid sickness. 


H. T. Hicks. 


Traumatic Epithelial Cysts of the Vagina. 

J. Riscu (Zeitschr. f. Geb. u. Gyn., Bd. Ixiv, Ht. 3) reports: Several years ago 
Garré designated as traumatic epithelial cysts, certain smooth, round swellnigs, 
varying in size from a pea to a hazel-nut, lying beneath the skin, which could be 
moved freely over them. The smallest cysts were solid, with a central epithelial 
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ball : the largest had thick, fluid contents. Garré pointed out that they originated 
from the displacement into the subcutaneous tissue of a piece of epidermis, often 
of tiny dimensions: such an event might occur in any wound through skin. By 
healing of the skin wound, the piece of displaced epidermis became imprisoned in 
its new position; it did not die, but slowly and steadily grew, and produced new 
epidermal cells. Though originally known only to arise in the fingers, other sites 
or origin were soon recognised: lately Cullen has described these cysts arising in 
the lower part of the vagina as a result of perineal and vaginal laceration and 
operation. 

Risch describes two cases of his own. ‘The first was a woman who, six years 
previously, had undergone colporrhaphy for prolapse, and who again presented 
herself for operation, because of recurrence. In the lower part of the anterior 
vaginal wall, lying directly beneath the colporrhaphy scar, were two cysts the size 
of hazel-nuts. They were removed, with part of the vaginal wall. ‘They showed an 
outer covering of epithelium similar to vaginal epithelium : giant-cells lay around 
some remnants of silk sutures. Their close connection with the scar was much in 
favour of their traumatic origin. 

In the second case, multiple small cysts, covered with a single layer of epithelium, 
lay in the vaginal mucous membrane. ‘lhe case was one of total uterine prolapse, 
with extensive ulceration in the upper part of the vagina: the cysts lay around the 
ulcerated area. Risch ascribes their origin to inclusion of epithelial islands between 
small fissures in the ulcerated area: later, when the ulcer healed, the epithelium 
became imprisoned and formed cysts. 

Such displacement of epithelium may possibly result from punctures made by 
the teeth of a volsellum. 






All such cysts should be extirpated, because malignant degeneration is not 
impossible, 


Endometritis. 

Bérrner, Rostock (Muenchener m. Wchns., 1909, No. 30, S. 1562), at the recent 
Congress of German Gynecologists, described the results of an investigation of 
Hitschmann and <Adler’s views upon endometritis, on the basis of 200 abrasions and 
40 total extirpations of the uterus. He considers plasma-cells to be a sure criterion, 
but that nothing else is equally certain, though possibly a more abundant infiltration 
by leucocytes, the significance of which Hitschmann and Adler deny, may be 
accorded considerable importance. The occurrence of specific inflammatory pro- 
liferation of the glandular elements has not been proved: in active and passive 
hyperemia (especially in retroflexions) there is a tendency to glandular proliferation, 
these elements being apparently increased in number but not to any great extent : the 
form of the glands and the condition of the epithelium in relation to the discharge 
agree generally with the epoch of the menstrual cycle. The only distinctly-marked 
glandular change is cystic glandular hypertrophy (Olshausen’s endometritis fungosa) 
and that is not inflammatory in its nature. 

The endometritic symptoms are not often to be explained by the histological 
character of the mucosa. The glandular structure is irrelevant to the character of 
the menstruation; the menorrhagia is frequently functional, that is to say, the cause 
does not lie in the endometrium but in a disturbed innervation of the uterine vessels. 
J.J.M. 


Supra-renal Treatment of Post Operative Menopausal Dis- 
turbances. 


Cari (Za Ginecologia Moderna, May 1909) discusses the complex and serious 
symptoms which may accompany a postoperative menopause, and shows that these 


SCS 7 2 Par a er 


5 Ro ae 















Sak 










































































































192 Journal of Obstetrics and Gynecology 


symptoms may be considered due (1) to changes in the circulation leading to con- 
gestion and vascular hypertension in various organs; (2) to alterations in the 
exchange of internal secretions throughout the organism, and hence (3) to lowered 
cellular nutrition and to the formation and accumulation of toxins for the excretion 
of which the lungs, kidneys and skin do not at first adapt themselves, and are 
subjected to extra strain in the process of doing so. After a rapid review of the 
remedies (usually symptomatic) employed in the treatment of menopausal disturb- 
ances, Carli relates that he decided to try suprarenal treatment in postoperative cases, 
since good results had been obtained by others in treating analogous complications 
following the physiological menopause or arising during pregnancy. 


He first applied the treatment to two patients, aged respectively 34 and 32 years, 
who had each undergone complete hysterectomy, and had subsequently suffered from 
serious derangement of every system. In the first case the psychic phenomena were 
so extreme that the woman’s friends had consulted a distinguished mental specialist. 
The usual symptomatic treatment such as massage, purgation, diuretics, and, last of 
all blood-letting, had been tried with little effect, though blood-letting afforded a 
transitory relief at crises corresponding to former menstrual periods. Ovarian extract 
was also tried and produced no good result. Carli then began to administer supra- 
renal extract, employing at first the preparations “Sic” and “Anuresine” of the 
Italian Therapeutic Institute (both are extracts of the whole capsule), 150 drops per 
day. The results were surprising, especially in the second case. In a few days 
the troublesome phenomena entirely disappeared, vaso-motor disturbances first passing 
off, then digestive, the nervous more slowly. In the first case there was so much 
improvement, that the patient resumed her ordinary duties, though she complained 
for some time of feelings of fullness or of emptiness in the head and of frequent 
hallucinations. On continuing the cure, but substituting Parke and Davis’s adrenalin 
(extract of medullary substance of suprarenal) 25 drops per day, these cerebral 
symptoms grew less and less. An attempt to suspend the cure after 25 days was 
followed by return of the symptoms, though in a milder form. The extract was again 
administered, but in gradually decreasing doses, and after two months it was found 
possible to stop it, save for a few days corresponding to the dates of former 
menstrual periods. Now, the patients are in the best of health, suffering only 
slight inconvenience at the periods, and obviating this by recourse to the remedy. 
Recently a third patient who had undergone double salpingo-oophorectomy and 
suffered from characteristic disturbances, obtained speedy relief when adrenalin was 
administered. 

Carli has not found any inconvenience or intolerance accompany the use of this 
remedy, and in all cases the urine was tested with negative results for sugar and 
albumen. Suggestion, as a factor in success may be excluded, as that had already 
been tried in vain with other remedies. Since the first bottles supplied to the patients 
bore by mischance the labels “Sic,” “New remedy for cough,” and “Anuresine,” 
“Remedy for incontinence of urine,’ suggestion might indeed have acted in the 
contrary direction. 

The obscurity which still reigns over the physiological function of adrenalin 
permits no certain interpretation of the facts recorded, but it is probable (1) that 
it increases the elasticity of the blood-vessels through its neuromuscular tonic pro- 
perties; (2) that since suppression of ovarian functions may diminish or disturb 
other internal secretions, particularly the suprarenal, the administration of adrenalin 
may compensate for or restore equilibrium between these secretions and thus improve 
cellular nutrition; (3) that adrenalin may neutralise toxic substances circulating in 
the organism, for it has been proved experimentally or during infective disease, that 
extracts of suprarenal capsule react on many toxins, organic, inorganic, or 
bacteriological. J.H.F. 
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Vaginal Operation for Prolapse of the Uterus. 


LesTeR E. FRANKENTHAL (Journ. Amer. Med. Assoc., July 3, 1909, p. 17) considers 
that by far the most frequent causes of prolapse are : instrumental labour, too rapid 
instrumental labour, too early bearing down in labour, labour in which there is a 
disproportion between the passage and the passenger, and labour in which though 
there need be no apparent injury to the musculature, the vaginal walls are pushed 
down in front of the presenting part and in which the pelvic connective tissue is in 
danger of being dragged from its lateral moorings. 

He has operated on a considerable number of patients with uterine prolapse, 
employing a modification of Freund’s operation. The proceeding is as follows :—A 
transverse incision is made across the anterior lip of the cervix, and this is joined 
at right angles by another which commences just below the urinary meatus. ‘lhe 
anterior vaginal wall is then separated from the bladder and the bladder is separated 
from the uterus, great care being exercised to complete the separation laterally, so 
as to avoid pocketing at the sides of the bladder. The utero-vesical pouch of 
peritoneum is then opened and the fundus of the uterus pulled out. The anterior 
layer of the peritoneum is stitched to the back of the uterine body about the level 
of the internal os. In some cases the tubes are tied and cut and the peritoneum is 
led through these incisions. ‘The uterus is then fixed close up to the orifice of the 
urethra and the vaginal incisions are closed. Lastly, a colpoperineorrhaphy is per- 
formed. The results of this operation are stated to be as satisfactory as in any 
other hernia operation. 

C. NEPEAN LONGRIDGE. 


Primary Malignant Tumour of the Great Omentum. 


LitcuKovus (Annales de Gyn., et d’Obst., June, 1909) describes in detail a case of 
primary malignant disease of the omentum which has come under his own observa- 
tion. The patient was a woman, aged 20, who complained of pain in and swelling 
of the abdomen of two months’ duration, associated with diarrhcea: there was no 
disturbance of menstruation. On examination, the abdomen was enlarged as in 
pregnancy at the seventh month: in the middle of the abdomen and a little to the 
left was a painless, movable tumour, the size of an adult head: irregular and © 
fluctuating in places. On vaginal examination the uterus was normal, and in the left 
cul-de-sac there could be felt a soft irregular tumour half the size of a fist, easily 
movable and not attached to the abdominal tumour. Neither ovary could be felt. 
The urine was normal. A diagnosis of bilateral ovarian tumours was made. 

Laparotomy was performed. The large mass proved to be a tumour growing in 
the lower two-thirds of the left half of the great omentum : this was removed entire. 
The tumour felt per vaginam was found to be a mass of growth arising from the 
posterior layer of the left broad ligament, this was intimately adherent in the 
pelvis and was removed piecemeal : the left ovary, which subsequently proved to 
be normal, was removed, as was also a small nodule of growth on the parietal 
peritoneum. The uterus and appendages were normal. 

The large tumour, which weighed 500 grms., was a soft, reddish growth made up 
of numerous lobules, many of which were undergoing degeneration. On microscopic 
examination the growth was found to consist mainly of small round sarcoma cells : 
these cells were for the most part arranged in circles, probably owing to the distri- 
bution of the blood-vessels which were very numerous, the majority being slit like, 
and having very thin walls. In some of the larger vessels, however, the walls were 
very thick. The author thinks it possible that the cells of the new growth may 
have had their origin from the outer tunic of the vessels. 

The author thinks he is justified in considering this case as one of primary 
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malignant disease arising in the omentum with secondary growths in the peritoneum, 
owing to the size and age (as judged by its degeneration) of the omental growth 
compared with those in the broad ligament and parietal peritoneum, and he con- 
trasts his case with one of d’Ebeling’s in which the omentum was studded with 
small nodules probably secondary to a large spindle-celled sarcoma arising in the 
subperitoneal tissues in the left iliac fossa. 

The author has collected from the literature ten other cases which he believes 
to be genuine cases of primary malignant disease of the great omentum : of these 
five were carcinomata and five sarcomata. He relates several of these cases in 
detail. 

In discussing the possible origin of primary carcinoma, the author quotes a 
thesis by Nickelmann of Greifswald : who admits two possibilities, either that they 
arise from the endothelium of the peritoneum or lymphatic vessels on the one hand 
or from aberrant epithelial germs on the other. In regard to the latter Schmidt 
had demonstrated the presence of detached portions of the pancreas in the perito- 
neum covering the greater curvature of the stomach. 

Nickelmann concludes from his observations in a case of his own that origin 
from an aberrant portion of the pancreas is very probable though impossible to 
prove absolutely. : 

Litchkous himself discusses the origin of primary sarcoma and gives three possible 
sources : the lymphatic glands of the mesentery, the subperitoneal connective tissue 
and the external coats of the blood-vessels. From a study of his own case he is in 
favour of the latter view. 

The author considers the following points useful in the diagnosis of these 
tumours. ‘They are situated superficially in the region of the umbilicus and in the 
later stages become displaced to the left and downwards to such a degree that they 
can be reached on vaginal or rectal examination : they are extremely movable from 
side to side, but not at all or very slightly upwards and downwards. When the 
tumour is adherent to the abdominal wall pressure downwards produces retraction 
of the epigastrium. These tumours do not move well with respiration and some- 
times transmit the pulsation of the aorta : they also move with intestinal peristalsis. 
In some cases the spleen is displaced inwards and can be felt if the abdominal walls 
are not too rigid. These tumours, unlike those of the stomach and intestines, do 
not cause attacks of pain. 

In distinguishing these tumours from cysts of the ovary the following points 
are noted. Cysts of the ovary can usually be found connected with the uterus, and 
the ovary is absent on the corresponding side. ‘l'umours of the omentum can easily 
be displaced upwards but not downwards : the opposite being the case with ovarian 
tumours. It is pointed out that these signs are not always present when adhesion 
of an omental tumour to the uterine appendages has occurred. 

Ascites is frequent, and more in favour of omental tumours than of those in the 
mesentery. The prognosis of the tumours is uniformly bad, all the cases in which 
the after history is recorded having recurred. 

A. M. H. Gray. 


Ureterocystoneostomy after Boari. 


F. Montvoro, Palermo (Zeitschr. f. Gyndkologische Urologic, 1909, Heft 5) gives 
a detailed description of a method of implanting the ureter in the bladder with the 
help of a button resembling that invented by Murphy for the intestine. The method 
was suggested by Boari and altogether 13 operations have been performed by it 
invariably with complete success. Montuoro gives the histories of all those per- 
formed in Italy, including a successful case of his own. J.J.M. 
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Michel’s Clamps in Vaginal Total Extirpation. 

Max Srouz, Graz (Zentralb. f. Gyn., 1909, No. 27), finds that the use of Michel’s 
clamps in vaginal hysterectomy promotes the rapid and firm attachment of the 
parametrial stumps; he proceeds as follows: After free detachment of the bladder 
from the cervix and freely opening the plica vesico-uterina, he at once unites the 
vesical serosa with the anterior margin of the vaginal wound with small Michel 
clamps, at the most, three are sufficient. Similarly after opening Douglas’s pouch. 
The peritoneal cavity is thus held wide open before and behind, and the control over 
the operation considerably improved. The ligature and division of the parametria 
follows with the removal of the uterus and it may be of the adnexa. The parametrial 
stumps are then drawn into the lateral angles of the vaginal wound held there by 
vulsella and firmly fastened, each by one large Michel clamp. The rest of the peri- 
toneal and vaginal wound is united in the same way after removal of the provisional 
clamps. The large clamps always include the edge of the vaginal wound, the peri- 
toneum and then the peritoneum and the other edge of the vaginal wound. A strip 
of iodoform gauze is introduced into the vagina and removed on the fourth or sixth 
day ; the clamps are removed on the seventh or eighth. The ordinary case of Michel’s 
instruments in inadequate for this procedure, and Stolz figures the supplementary 
clamps and instruments he has had made, including a strong pair of bent scissors for 
dividing the clamps on the stumps, the removal of which, without division, requiring 
too much force. 


J. Vorct, Gottingen (Muenchener m. Wcehns., 1909, No. 28, S. 1431), for eight 
months has used Michel’s clamps to close the superficial wound, in all vaginal opera- 
tions: he gives an illustration of an instrument with a double curve in the handles 
and blades, bent at an angle with which he is able to fix the clamps in any part of 
the vagina. J.J.M. 


Miliary Submucous Myomata. A Contribution to the Causation 
to Intractable Uterine Hemorrhage. 

Srrzenrrey (Gynecologische Rundschau, Jahy. 3, Heft 13) reports: A widow, 
zt. 55, suffered from severe uterine hemorrhage for three years. The uterus was 
removed, and was somewhat enlarged. The mucous membrane was studded with 
small nodules the size of peas. These, on careful examination, arose from the 
muscular coat. The capillaries are markedly dilated in the region of these nodules. | 

Sitzenfrey believes that the bleeding is due to rupture of these dilated capillaries 
brought about by contractions of the uterus resulting from irritation produced by 
these nodules. E. Scorr CARMICHAEL. 


On the Inversion of the Mucosa and Musculosa of Normal Uteri 
by Benign Chorionic Epithelium. 

R. Meyer, Berlin (/uenchener m. Mchns., 1909, No. 27), in 8 cases found invasion 
of epithelium down into the musculosa, but varying very greatly in amount. He 
thinks that the cells increase in number up to the sixth month of pregnancy: in 
puerperal uteri no such extensive cell invasion could be detected. He considers the 
more extreme degrees of invasion of chorionic epithelium to be pathological and not 
physiological, and always a cause to suspect malignant degeneration. J.J. M. 


Chorionepithelioma. 

E. Kréstne (Arch. f. Gyndk., Bd. lxxxviii, p. 469) records a case of chorion- 
epithelioma, occurring in a patient aged 52 years. The last normal birth was 23 
years ago, but in 1903 she passed a vesicular mole. In 1905 a parovarian cyst was 
removed by laparotomy, and the uterus was at this period found to be of normal 
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size. ‘lhe menopause was established three years ago. About a year ago a watery 
discharge commenced which became blood-stained two months before admission. 
Hysterectomy was performed, and at the operation the ovaries and tubes were 
found normal and were not removed. ‘lhe uterus contained a large tumour about 
the size of a child’s head, which before operation had been diagnosed as a myoma 
of the uterus. The microscopical sections showed the growth to be a typical 
chorionepithelioma, syncytium being present in large quantities. 
H. T. Hicks. 


Statistics of Cervical Carcinoma. 

Ep. Martin (Muenchener m. Wchns., 1909, No. 30, S. 1562) at the recent Congress 
of German Gynecologists, reviewed 195 cases of cervical carcinoma operated on by 
Bumm, at Halle (operability 80 per cent.), and at Berlin (operability 65°3 per cent.). 
The cases fall according to their dates into two groups, those dealt with at Halle 
and those at Berlin. In July 1907, however, the technique of the operation was 
changed and, contrary to the previous custom, the peritoneal cavity was left wide 
open into the vagina and was drained, a method by which the primary mortality was 
reduced almost to one-third. The first part of the statistics, moreover, is arranged 
to show, by numbers, that it is only in uncomplicated cases, in which there is neither 
infiltration of the parametria nor nodular formations on the rectal side, that favour- 
able primary results are to be hoped for. In cases of this sort, primary healing, 
since 1907, took place in 100 per cent., but in advanced cases in only 57°6 per cent. 
Permanent recovery is reckoned upon the cases of primary healing, and marked 
according to its duration from 6 down to 2 years; on the average it took place in 
50 per cent. Even after 2 years’ observation, a rough estimate may be made of the 
permanent cures, for of 31 women victims to recurrence, only 8°1 per cent. were known 
to have died more than 2 years after operation. According to Waldstein’s formula 
these statistics show permanent cures in 19 per cent. of the cases. J.J. M. 


Adenocarcinoma Papillare of the Ovary, with a Metastatic Deposit 
in the Mucous Membrane of the Uterus. 

L. Arzr (Zeitschr. f. Geb. u. Gyn., Bd. Ixv, Ht. 1) says: The patient, a primipara, 
aged 51, had for some time complained of pain in the lower region of the abdomen. 
Menstruation, formerly regular, had ceased for 2 years. She was anemic and some- 
what wasted; on examination, the right side of the pelvis was found to be occupied 
by a tumour the size of a foetal head. It felt partly solid and partly cystic, was not 
tender, was more or less fixed, and displaced the uterus, which was anteflexed and 
not increased in size, to the left. The tumour was removed by the abdominal route ; 
beyond the fact that it was very adherent to the small intestine and omentum, ro 
difficulties were experienced ; since many enlarged veins were found on the surface of 
the uterus, supra-vaginal hysterectomy was performed. Convalescence was un- 
eventful. 

The tumour, which had the typical appearance of an ovarian cyst, possessed a 
smooth outer surface, quite free from papillary excrescences. It was a unilocular 
cyst, with a thick fibrous wall; the interior was filled with a soft friable material 
which, towards the centre was semi-solid; nearer the periphery, however, a more 
definite structure was apparent, which, on closer inspection, proved to be composed 
of closely packed papillomatous growths. The uterus was small and atrophic; near 
the fundus, on the right side, was a small papillomatous nodule of soft consistence, 
arising from a narrow base. 

On microscopical examination, the cyst wall was composed of dense fibrous 
tissue : growing from its inner surface were richly cellular papillary growths; these 
consisted of a delicate central core of connective tissue, covered by many layers cf 
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cells. The cells were essentially polymorphic, varying much in shape and size; their 
nuclei were deeply staining and many showed atypical mitoses. The papillomata 
were complex and branching, so that the general structure was very richly 
cellular and very poor in connective tissue. The more central parts had undergone 
necrosis. In many blood-vessels, tumour cells were seen. The tumour was obviously 
malignant, and was a papillary adenocarcinoma of the ovary. The small tumour in 
the uterus proved to be histologically identical with the ovarian tumour, but showed 
no necrotic areas. It was separated from the muscular wall of the uterus by a strip 
of endometrium, of normal thickness and, except for a round-celled infiltration, of 
normal appearance. Between the muscle fibres of the uterus were enlarged veins 
with well-defined walls, containing tumour cells, both isolated and in small groups. 
These veins were in the right half of the uterus, principally in the region of the 
tumour. By means of serial sections their presence was proved throughout the whole 
thickness of the uterine wall, from the peritoneum to the endometrium beneath the 
tumour. The three essential features of the case then are: (1) The ovarian tumour, 
(2) the uterine tumour of identical structure, and (8) the presence of tumour cells 
in the veins of the uterine wall, between the ovarian and uterine tumours. Starting 
from these three premises, Arzt proceeds to argue his case in a very logical manner. 
There are four possibilities: (1) The ovarian tumour is primary and the uterine is 
metastatic; (2) the uterine is primary and the ovarian metastatic; (3) both arose 
independently, and (4) both are metastatic from a primary growth elsewhere. ‘lhe 
last two are easily excluded. Between the first two, decision is not so obvious, but 
he considers the ovarian tumour to be primary for the following reasons. From its 
very size and appearance, it is obviously of longer growth and greater age; further, 
its structure conforms to a well-recognized type of ovarian tumour; all indications of 
origin of the uterine tumour from the underlying endometrium are wanting—there 
was no sign of transition between glands and tumour, nor did it penetrate the endo- 
metrium, but essentially rested upon it superficially; in serial sections through the 
ovarian tumour, the invasion of the lumen of the veins could be followed step by 
step, and the venous connections which anatomically exist between ovary and uterus 
would allow of the passage of cells from the former to the latter. 

There is an alternative possibility for the origin of the metastatic deposit in the 
uterus, viz., the direct implantation of tumour cells, accompanying the passage of an 


ovum into the uterus through the Fallopian tube. In the three or four similar cases _ 


which have been reported by Reichel, Gebhard and Mackenrodt, this was the mode 
of origin ascribed. In his own case Arzt dismisses this possibility : firstly, though 
suggested, such a mode of origin has never been definitely proved; secondly, the 


presence of tumour cells in the veins, is sufficient evidence of a more obvious 
origin. 


The Contents of Dermoids. 

KERMAUNER (Gynecologische Rundschau, Jahrg 3, Heft 13). The consistence of 
the fluid varies with the temperature. At body temperature it may be oily in 
character, while at a room temperature it becomes more solid. If sulphuric acid and 
barium chloride be added to the fluid of a dermoid cyst, in 24 hours a separation 
takes place. Superficially lies a layer of dissolved fat, while underneath is a layer of 
brownish-white brittle flakes, which are never mixed with the fat. Chemical analyses 
or pathological examination of the fluids are not detailed. | E. Scorr CarRMICHAEL. 


On the Results of Operation in Chronic Suppurative Affection of 
the Uterine Adnexa. 


E. Lorwenstetn, I.D., Freiburg (Muenchener m. Wehnschr., 1909, No. 27), insists 
that in spite of the great success of the purely conservative treatment of purulent 
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adnexal tumours, cases will continually be met with which can only be permanently 
cured by operation. The question whether the treatment to be adopted shall be 
purely conservative, conservative operation or radical operation, and whether the 
abdominal or vaginal route should be chosen, depends on the conditions of each 
individual case and upon the experience of the physician in attendance. It is im- 
possible to express the general results of various methods of treatment numerically 
and so estimate the value of this or that method, for every case must be considered 
on its own merits, and they offer too much variety. The appropriate combination of 
purely conservative treatment before and after operation, with such surgical measures, 
as may be indicated in each individual case, with the help of the most exact surgical 
technique and the utilization of all possible sources of diagnostic information, should 
give the best results. J.J. M. 


The Choice of Time for Operation for Pelvic Inflammation of 
Tubal Origin. 

F. F. Simpson (Surgery, Gynecology and Obstetrics, July, 1909) bases his views on 
465 consecutive abdominal sections for tubal inflammatory disease. Operation is by 
no means always necessary, indeed Simpson believes that perhaps the majority of 
patients, the subjects of tubal infection, have their organs restored practically to the 
normal. Most of such cases are of puerperal origin, but in a surprising number of 
cases of gonorrhceal infection the tubes are restored to functional activity. On the 
other hand the various forms of sactosalpinx and tubo-ovarian abscess should be 
removed. Pain, due to peritubal and periovarian adhesions, even though the pelvic 
exudate has been absorbed and the tubal mucosa restored to normal, is frequently an 
indication for abdominal section. Simpson is opposed to operation during the acute 
stages for the following reasons: (1) the patient’s margin of reserve strength is 
materially reduced by acute illness of bacterial origin; (2) cardiac, hepatic and renal 
insufficiency are likely to occur with increased frequency and severity if an anesthetic 
is administered during acute illness from bacterial or metabolic poisons; (3) interfer- 
ence with a focus of acute inflammation is likely to spread infection, and materially 
increases technical difficulties, the tissues being infiltrated, soft and readily torn, 
sutures tear out, raw surfaces cannot be easily covered, capillary oozing prevents a 
dry toilet and tempts one to use drainage; (4) the disease properly treated very rarely 
causes death; (5) it is possible for the patient to develop a degree of immunity 
which may, and as a rule probably does, lead to the actual internal sterilization of 
pus; (6) the safe time to remove the products of inflammation is not at the height 
of the attack but after it has subsided; Simpson lost only 3 of his 465 interval 
operation cases. All these points are discussed and his views are illustrated by short 
descriptions of actual cases. Finally, Simpson states his opinion that a safe period 
for an interval operation may be chosen with almost mathematical precision by 
strictly clinical methods. The following rules are given: (1) the patient shall have 
recovered from her acute illness, and shall have regained a satisfactory margin of 
reserve strength ; (2) the temperature shall not have risen above normal a single time 
for a minimum period of three weeks; (3) the inflammatory exudate surrounding the 
focus of infection shall have been completely absorbed; (4) there shall have been no 
marked or persistent rise of temperature following a careful bimanual examination. 
The last point is explained thus : when pressure is made upon a partially sealed focus 
containing toxins, a dose, of variable size, is as truly injected into the lymphatic 
circulation as if tuberculin were placed beneath the skin, by a hypodermic needle. 
We would naturally expect just as definite and characteristic a rise of temperature. 
An analysis of 115 cases shows that in over 80 per cent. the maximum effect of 
toxins thus injected is reached during the first two hours. The effects have practi- 
cally disappeared within four hours. If living bacteria, as well as toxins, be injected, 
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a fresh infection is likely to occur and to be followed by a persistent rise of tempera- 
ture. It seems clear that if the slight traumatism incident to a bimanual examination 
causes a decided rise of temperature, an operation would be followed by a sharp 


inflammatory attack. Mixes H. PHItips. 


Myoma of the Fallopian Tube and of the Endometrium. 

Howarp Ketty and T. S. Cutten (Myomata of the Uterus, 1909) include, in their 
admirable treatise on uterine fibroids, much that is of negative importance. ‘Thus, 
after close scrutiny of the endometrium in hundreds of specimens, they found that 
there is no morbid condition of the uterine mucosa essentially associated with fibro- 
myomatous disease. In one case, the authors detected a definite example of a small 
myoma developing in the uterine mucosa and state that ‘‘it is the only picture of 
this kind that we have ever encountered.’’ ‘The uterus contained a subperitoneal 
and an interstitial myoma and two polypi lay in the uterine cavity. The myoma of 
the endometrium, which is figured in the authors’ work, was very small, about half 
an inch in its long diameter. In 93 cases of uterine myoma removed by operation 
the authors were able to obtain a thorough report of the condition of the Fallopian 
tubes. The report (loc. cit., chap. xviii) is of high importance. Yet amongst 
numerous instances of well-known tubal diseases, in only one was any tendency 
towards tubal myoma detected, much to the surprise of the authors. The specimen 
came from a patient aged 70. The uterus was quite small and contained several 
polypi, whilst a little pedunculated myoma sprang from its outer surface. ‘I'here 
was a parovarian cyst in the right broad ligament. ‘‘A well-defined myoma,’” a 
tiny pedunculated body measuring 7X8 X10 millim., arose from the upper surface of 
the right tube near the uterus. The authors add a drawing of the specimen. 

ALBAN Doran. 
Fibroma of the Fallopian Tube. 

Jacoss (Le progés médical Belge, June 1909, vol. ii, No. 12), reports: The patient 
was a secundipara, aged 44. Five years previously she had been examined by a 
doctor, who found a pelvic tumour, the size of a small orange. Since there were no 
symptoms, no treatment was undertaken, and the patient did not come again for 
examination until the present time. The abdomen was enormously distended by a 
tumour, arising from the pelvis and reaching the ensiform cartilage. The uterus was, 
somewhat enlarged and lying high up and to the right, displaced by the tumour, 
which could be felt through the anterior and left vaginal fornices. The tumour was 
fixed ; the lower part was solid; the upper, abdominal part, felt cytsic. Operation 
was clearly indicated. On opening the abdomen, a subperitoneal fibroid nodule, 
clearly separated from the main tumour, and growing from the anterior wall of the 
uterus, was first removed. The relations of the main tumour could then be seen. 
The uterus was somewhat enlarged and contained many little fibroid nodules; it was 
lying closely against the large tumour, which occupied the left part of the pelvis 
and almost the whole of the abdominal cavity; a deep furrow, starting from the 
level of the right uterine cornu, separated the tumour into two main parts: a lower, 
pelvic, solid part, and an upper, abdominal part. The cystic part was punctured, 
and several litres of blood-stained fluid removed. After this, the whole mass, which 
was quite free from adhesions, was removed; the operation really resolving itself 
into a supra-vaginal amputation of the uterus. The right tube and ovary were 
healthy. 

The tumour consisted of two main parts, as above described. The uterus was 
lying closely against the inferior part of the tumour. The left tube, which lay in 
the furrow dividing the tumour, was intimately connected with the tumour, but the 


lumen was unaltered in size; so the tumour had developed from one aspect of the 
tube only. 
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Histologically, the solid part of the tumour consisted of fibromyomatous tissue 
with myxomatcus degeneration. 

Jacobs mentions cases of fibroma of the tube previously described, and gives a 
good account of the literature. 

(In the abstractor’s opinion, no clear evidence is adduced in this paper to show 
that the tumour really originated from the Fallopian tube, and was not merely a 
fibromyoma of the uterus which had grown between the layers of the broad ligament.) 


Epithelioma of the Fallopian Tube. 

Lorrain (Bulletins et Mém. de la Soc. Anat. de Paris, April 1909) detected this 
condition in a case where no clinical evidence of cancer was to be found, and where 
the uterus and ovaries seemed free from malignant disease. The patient was thirty- 
nine years old and had married at the age of twenty-one. After two abortions she 
bore two children, the second was very big, and the placenta was retained, infection 
followed and the curette was used. The date of this complicated puerperium is not 
given. For ten months before operation the patient was troubled with hypogastric 
pains, worst during the periods, which were scanty. There was no leucorrheea. On 
January 1lth, 1909, the show was fetid. The patient then consulted Leuret, who 
could define a very tender left ovary. There had been no dyspareunia. Leuret 
operated at the end of February, removing an adherent sclero-cystic left ovary with 
its tube. The right ovary was not removed. Menstruation occurred on the second 
day, a week before it was due; there was no pain and the patient recovered rapidly. 
Lorrain examined the left Fallopian tube: it was rather more bulky than normal, 
and bore on the upper border of its middle portion a firm growth of the size of a 
big lentil. When cut into, the growth seemed to be a small fibroma. Numerous 
sections of the tube were made in its long axis at the site of the growth from the 
serosa to the tubal canal. Under the microscope all the characteristics of epithelioma 
could be defined. The epithelial ingrowths, however, did not appear to arise from 
the tubal mucosa, which was normal, yet they were most abundant towards the 
mucosa, and a few blind tubules bearing cylindrical epithelium were detected. The 
tubal mucosa showed signs of salpingitis. Unfortunately the sclero-cystic ovary had 
not been preserved. Lorrain considered that most probably the growth was an 
incipient primary cancer. Herrenschmidt and R. Marie doubted that cpinion. 


Atpan Doran. 


Case of Ovarian Pregnancy. 

N. 8. MacDonatp (Journ. Amer. Med. Assoc., vol. lii, p. 1253, 1909) reports: The 
patient was a primipara, who had missed one period and presented the usual signs 
of a ruptured extra-uterine pregnancy. She was operated on four hours after being 
seen. ‘he abdomen was found to be full of blood clot, and the only lesion found 
was an enlarged right ovary. The organ was soft, about three times the natural 
size and hollowed out like a cup, only a thin layer of ovarian tissue remaining. No 
other lesion was found. The ovary was removed and the patient recovered. 

C. Nepean LonGRIDGE. 


Lymphadenoma in Pregnancy. 

SavareE (La Ginecologia, March 1909) reports two personally observed cases of 
lymphadenoma in pregnancy, and compares them with 15 others recorded in literature. 
The first of his cases was a secundipara, whose previous general and gynzocological 
history had been normal. About the third month of her third pregnancy the woman 
noted enlarged glandular masses in the neck, and as pregnancy advanced these 
increased in size and in number and developed also in the axille. Her general 
health became so much affected by respiratory and cardiac troubles, that it was 
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decided to induce delivery before full term. Labour, however, came on spontaneously 
with birth of a living, healthy infant. An almost immediate amelioration of edema 
and other general symptoms followed. Large doses of arsenic were given during 
the puerperium, and when the woman left hospital the disease seemed arrested and 
the glandular swellings had decreased. Now, after almost a year’s interval the 
disease has resumed its fatal course, but its progress is slow, and the general health is 
as yet but little affected. In the second case, a quartipara also of good previous 
history, signs of the disease became evident in the secound half of pregnancy about 
the sixth month. Glandular swelling first appeared in the inguinal regions and then 
extended to the axilla and neck. (Edema of the lower limbs became so great that 
the woman was unable to walk. Cardiac and respiratory embarrassment was marked, 
and, as foetal movements had ceased and a discharge of blood from the vagina had 
occurred, labour was induced. For a few days, general symptoms improved, but a 
sudden change for the worse occurred, evidently not through sepsis, and the woman 
died in the second week of the puerperium. Post mortem examination showed, in 
addition to enlargement of superficial and mediastinal glands, excessive increase in 
the size of liver, spleen and kidneys, with zones of neoplastic tissue similar to those 
in the glands. The uterus and ovaries were normal. The placenta, as in the first 
case, showed no degenerative change. Autopsy of the foetus and examination of its 
blood revealed no trace of the maternal disease. The conclusions, which Savaré 
draws regarding this very rare complication of pregnancy are: (1) It cannot be 
exactly proved that pregnancy favours the development of the disease, but, in the 
cases described, the absolute lack of preceding infective agents (as as shown by 
negative bacteriologic results, negative tuberculosis reactions, negative reaction of 
Wasserman) indicates no other positive determining factor, and it may fairly be 
argued that pregnancy causing, as it does, hyperemia and hyperplasia of the 
hemopoietic system, may stir into activity latent germs of the disease. (2) As 
regards the reciprocal relations of the disease and pregnancy, (a) pregnancy markedly 
accelerates the course of the disease as is shown by comparing the rapid development 
of glandular growths and of general cachexia with their usual slow progress in 
many other cases. Death often happens either in the latter half of pregnancy or 
early in the puerperium; (6) the disease in its turn exerts an unfavourable infiuence 
on pregnancy, frequently leading to abortion, either because of increased abdominal 
tension due to ascites and enlargement and displacement of spleen and other organs, 
because of general anemia, or because of retroplacental hemorrhages, the result of 
an acquired hemorrhagic diathesis. This latter factor also leads, in many cases, to 
serious postpartum hemorrhage. (3) The children born of mothers affected with 
lymphadenoma show no trace of infection of the disease. (4) The induction of 
labour must be decided on the merits of each case. Generally it leads to immediate 
amelioration of the symptoms. Occasionally it may aggravate them and cause 
immediate death. (5) A suitable medicinal cure, such as arsenic, or Rontgen rays, 
should never be neglected. J.H.F. 


Phagocytosis and Opsonic Index in Pregnant Women, during 
and after Labour and in Infants. 

Carnata and Lequevux (L’Obstétrigue, June, 1909) describe their observations in 
detail. They used the technique of Veitch, employing staphylocccci after failing with 
streptococci and bacillus coli. They conclude that there is abnormal extent of 
variation in the last months of pregnancy but on the whole the opsonic index is 
raised, possibly from excessive action of the thyroid and other glands with internal 
secretion. It is diminished immediately after labour, to rise to about normal or 
slightly above it but with large oscillations. In the blood of the newborn the index 
is near unity and diminishes for a day or two. In women who are suffering from 
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puerperal sepsis the index—as examined with staphylococcus—is lowered. In women 
with mammary abscess of staphylococcic origin the index was always low. In infants 
who suffered from staphylococcic infections the index was considerably lowered. 

E. H. L. O. 
Eclampsia Neonatorum. 

P. Escu (Zeitschr. f. Geb. u. Gyn., Bd. lxv, Ht. 1) describes one case of this 
uncommon condition; the child recovered. He has previously published 2 others, and 
has collected 29 from the literature. Of these 32 cases, in 26 the mother had 
eclampsia, and in 6 albuminuria only. Although pathological investigations have 
been carefully made on the children of eclamptic mothers (notably by Schmorl and 
Dienst), the clinical side has received little attention. Eclamptic convulsions in the 
new-born must be carefully distinguished from convulsions of other origin, such as 
cerebral hemorrhage, morphia, strychnine; associated circumstances and symptoms 
should render this easy. The examination of the urine is valueless, for the urine 
contains albumen and renal casts in the majority of new-born infants. The interval 
at which the first convulsions occurred after birth varied from a few minutes to 
46 hours. The severity of the maternal disease has no influence on its occurrence in 
the child : on the contrary, the majority occurred in mild cases of maternal eclampsia. 
All occurred in full-term children, and it almost seems as if a certain degree of 
development of the central nervous system were necessary for the occurrence of 
convulsions.. The prognosis is very bad. As for treatment, not much can be done; 
subcutaneous saline infusions and warm baths are useful. 


Decapsulation of the Kidneys in Eclampsia. 

P. AtsBerG, Charlottenberg (Zentralb. f. Gyn., 1909, No. 27), gives brief details of 
four cases of bilateral decapsulation with one death and three recoveries. The con- 
vulsions in two cases ceased immediately after the operation, in the other two they 
persisted for some time but in a milder form. In all cases diuresis was increased. 
Alsberg considers the operation indicated in acerbation of the fits with deep coma, 
deterioration of the pulse, and decrease, or arrest, of the secretion of urine. J.J. M. 


Albuminuria of Sudden Onset in the Eighth Month of Pregnancy 
followed by Eclamptic Convulsions. 

Detestre (Annales de Gyn. et d’Obst., May, 1909) reports the case of a primipara, 
aged 22, admitted to hospital on March 22, 1904, with signs of pregnancy at the 8th 
month. Her urine had been examined in the early months of pregnancy and was 
normal: she had no pathological symptoms. The urine was examined from March 
24-31, and was found to be normal. 

On April Ist, the patient complained of intense headache and dimness of vision : 
on examination of the urine it was then found loaded with albumin. lt was present 
in considerable quantity on the following days. On the night April 3-4, convulsions 
set in and continued at increasing intervals; the patient being in a state of coma 
between the attacks. On April 7th, labour was brought on by rupturing the 
membranes, and a still-born child was delivered : there had been some antepartum 
hemorrhage. The placenta contained numerous white infarcts. 

After delivery the condition of the patient became gradually worse, suppression 
of urine occurred and she died on April 11. 

On making a post mortem examination all the organs were healthy with the 
exception of the kidneys. The capsules of these organs were much thickened and 
adherent, and the cortex was extremely contracted. 

On microscopic examination, the convoluted tubules were dilated and filled with 
blood : some of the glomeruli were infiltrated with blood, and the blood-vessels in the 
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neighbourhood were thrombosed : others of the glomeruli were sclerosed : the cells 
took the stain badly. The interstitial substance was infiltrated with round cells. 

‘The microscopic changes in the liver were slight and unimportant. 

The author concludes that the case is probably one of an acute exacerbation of 
a subacute nephritis, and thinks that the operation of decapsulation of the kidneys 
might have improved the patient’s condition. 

[It is probable that this case would fall into the group of ‘‘ chronic nephritis” 
occurring in young people, described by Dr. Rose Bradford in his Croonian lectures, 
Lancet, 1904, vol. ii, p. 357.] A. M. H. Gray. 


Paraganglina in the Vomiting of Pregnancy. 
CuipicHimo (Annali di Ostet. e Ginecol., June, 1909) relates the case of a woman 


at the end of the third month of pregnancy, who had been so ill with uncontrolled 
vomiting that she was lying unconscious with irregular pulse. Dr. Chidichimo 
administered paraganglina Vassale in divided doses every 4 hours up to 40 drops in 
the day. Previously even water had been immediately rejected, but in two days 
after the beginning of the treatment liquids were retained; vomiting of mucus occa- 
sionally recurred but on the third day the patient was able to eat solid food and she 
ultimately made a complete recovery. The drug acts locally by direct action on the 
involuntary muscle, so its hypodermic use is contra-indicated. E. H. L. O. 


Combined Version and Metreurysis. 

A. Risck, Altona (Zentralb. f. Gyn., 1909, No. 28), insists on the advantages of 
metreurysis over combined version in the treatment of placenta previa, mentioning 
as drawbacks to combined version the danger of laceration of the cervix and serious 
hemorrhage before the termination of the labour. When hemorrhage at term 
points to placenta previa, labour should always be induced by metreurysis. Severe 
post partum hemorrhage should be treated by plugging the uterus combined with 
metreurysis, for which Rieck uses a large rubber bag 15cm. in diameter. 

J. J. M. 
The History of Extra-peritoneal Czsarean Section. 

L. NURnsBerGER, Muenchen (Zentralb. f. Gyn., 1909, No. 26), points out that the 
extraperitoneal section of the uterus reintroduced into Obstetrics by Frank and . 
Sellheim is more than 100 years old. It was proposed by Jérg in 1806, and by 
Ritgen in 1821. In the following year Hérner mentioned a method of the kind as 
that of his countryman Physick. In 1828, Baudeloque, the nephew, described the 
procedure as Gastro-elytrotomy, and Testa followed him. In the year 1870, Gaillard 
Thomas recommended the operation as a substitute for Cesarean section ; and Skene 
performed it on several occasions. In Europe, Whiteside Hime was the first to 
practise it, in Sheffield. Niirnberger proposes the following nomenclature for the 
operations now accepted: Classical or conservative Cesarean section; extra- or 
transperitoneal Cesarean section; and hysterotoma vaginalis. J.J. M. 


Cervical Czsarean Section above the Symphysis. 

Fratpont (L’Obstétrique, July, 1909). The professor of obstetrics at Liége records 
his experiences of this operation. Frank had operated by incising the abdominal wall 
transversely and also the cervix uteri, attempting to make the uterine incision extra- 
peritoneal by stitching the edges of the uterine peritoneum to those of the parietal 
layer. Sellheim modified this by stripping the peritoneum up from the bladder and 
off the uterus as high as the body, before incising the cervix. A year ago Fraipont 
recorded four successful cases of this last operation in the Liége Scalpel. Since that 
time he has operated eight times but has been obliged to modify his method as he, 
like others, found that it is not always possible to strip the peritoneum off the bladder 
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and that organ is easily perforated in the attempt. He then incised the peritoneum 
and separated the bladder downwards from the cervix but that procedure caused 
troublesome bleeding. He next adopted a simple incision running 8—10cm. from the 
upper border of the bladder in the middle line, he stitches edge to edge as in 
Frank’s operation (this abdominal incision is also vertical and median). In this low 
operation he found the hemorrhage usually trifling and he thinks the method prefer- 
able to the “classical” section. He prefers this operation to symphysiotomy. It 
protects the peritoneum in women who have been handled before admission, but does 
nothing, of course, to purify an infected uterus. So long as doctors and midwives 
fail to recognise difficult cases and send their patients to hospital badly infected, so 
long will hysterectomy be necessary. E. H. L. O. 


Obstetrical Operations for Abnormal Narrowness and Deficient 
Dilatation of the Soft Parts. 

J. PFANNENSTIEL (the late), Kiel (M/wenchener m. Wcehns., 1909, No. 19), while 
condemning any operative interference merely to save the obstetrician’s time, points 
out that many women with normal pelves and genitalia are not well fitted to endure 
the corporal stress and psychical excitement of childbirth. In anzmic, nervous, 
anxious and over-sensitive primipare, why should not the relief of delivery by 
forceps be afforded when there is no difficulty in their application, provided that the 
means of strengthening feeble contractions, soothing mental distress and physical 
pain have been exhausted? Chloroform narcosis has not been generally accepted 
in Germany, it is only suitable for simple cases and these generally end in forceps 
delivery. Scopolamin-morphia injections properly supervised are hardly objection- 
able; but the influcnce of analgesics in diminishing the energy of abdominai pres- 
sure is not to be counteracted, and the forceps is in fact a most merciful instrument 

In protracted labour from straitness of the soft parts of the genital canal, 
whether from cicatricial contraction, infantilismus or rigidity, may cause more 
difficulty in deciding on operation. Extensive cicatrization and atresia are rare, 
so also impeding tumours; infantile narrowness and rigidity are more common 
causes for labour being protracted and unusually painful, though as the pelvis is 
not contracted and the child is born without help, the delivery may be termed 
normal. Pfannenstiel considers that more weight should be given in obstetric 
teaching to the hypoplasia of primiparaz. In such cases of hypoplasia delivery by 
forceps is indicated merely by the anatomical and physiological condition of the 
genitals, and acts prophylactically against prolapse. But the application of the 
forceps is seldom easy owing to the mere narrowness of the canal, and to avoid 
lacerations it is well in many cases to employ freely, with exact asepsis, Diihrssen’s 
perineovaginal incisions which, of course, are to be exactly sutured after delivery 
of the child. 

Elderly primipare form another class of case, in which whether from want of 
room or rigidity in the soft parts, or from both, one has to interfere if one finds 
that after a couple of hours no progress has been made in the expulsion of the child. 
In spite of the effectiveness attributed by many to colpeurysis, Pfannenstiel con- 
siders it unreliable and painful. 

Rigidity of the portio in elderly primipare and in cases of uterine prolapse, and 
cicatricial contraction of the os uteri are well-known obstacles to delivery, but with 
time are overcome by nature. Interference should be delayed, and if absolutely 
necessary should be not by blunt dilatation but by incisions in the os uteri. 

Matters are much more serious when delivery is absolutely indicated and the soft 
parts are insufficiently dilated or are incapable of dilatation. In private practice 
the child must sometimes be sacrificed. Otherwise the choice between blunt dilata- 
tion and incisions must depend upon the urgency of the indications, the stage of 
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the labour and above all upon the anatomical nature of the impediment. If it be 
in the vulva or vagina, incision only need be considered. If in the os uteri only, 
under the urgent indications of eclampsia or prolapse of the cord after opening the 
os two or three incisions 2 to 38cm. long should be made to right and left anteriorly 
and, if necessary, medially behind. If the soft parts are yielding and the indications 
life-urgent (e.g., crossbirth), the parts may be dilated by metreurysis. 


_If the further impediment of the cervix not having been taken up is present, 
mere incisions into the os uteri will not suffice; blunt dilatation comes seriously in 
question. Here everything depends on the urgency of the indications; the stage 
of labour or whether it has even begun is of less importance. lf the mother’s life 
(the child’s is here of life-importance) be seriously imperilled the immediate opening 
of the uterus and extraction of the child is demanded, and therefore colpohysterec- 
tomy or abdominal Cesarean section if in hospital practice. In the clinic, Bossi’s 
method of rapid dilatation, considering the favourable results of section, may be 
considered as absolute as the old accouchement forcé; even in private practice 
Bossi’s method must be considered as one of necessity for patients it is impossible 
to transport into a clinic, and one to be undertaken with the greatest caution and 
strict observance of Bossi’s technique, i.e., dilatation as slow as may be, extending 
to one hour. On the other hand, the more extensive use of the indiarubber bag 
for the induction and promotion of labour is to be urgently recommended to the 


practitioner especially in cases in which the indication, though absolute, is not 
acute. 


As urgent indications Pfannenstiel mentions eclampsia and fever during labour. 
As less stringent, general diseases, hemorrhage from the placental site, the complica- 
tions due to false positions of the child, and premature discharge of the waters. 
Placenta previa, provided the bleeding can be controlled and regular contractions 
of the uterus secured, demands no violent interference. Metreurysis is adapted to 
all these life-urgent cases, but in placenta previa the bag of membranes should be 
opened. J. J. M. 


Ovarian Tumours complicating Pregnancy, Labour and the 
Puerperium. 


Hersert R. Spencer (Surgery, Gynecology and Obstetrics, May, 1909), in a paper 
read before the American Gynecological Society, analyses 41 cases of ovariotomy 
performed by him for such tumours. An abstract of the details, in tabular form, is 
presented. By taking the result of the pregnancy immediately preceding the opera- 
tion as an index, he shows that the presence of an ovarian tumour causes abortion in 
about 6°2 to 7°4 per cent. of cases. The figure usually given is 17 to 20 per cent. 
Spencer accounts for this considerable difference by the careful scrutiny to which he 
has subjected his cases. There were 27 ordinary multilocular or unilocular cysts, 12 
(29 per cent.) dermoid tumours, and 2 fibromyomata. In 14 cases the pedicle was 
twisted, of these 5 were dermcids, they being usually smaller and more movable. 
There is no evidence that pregnancy or the puerperium increases the rapidity of 
growth of ovarian tumours; in one case of torsion of the pedicle of a multilocular 
cyst the tumour diminished in size, from partial absorption of its contents. No 
mother lost her life from the labour or abortion, though some had high fever during 
the puerperium. The fcetal mortality was about 20 per cent., including four abortions 
and three deaths within the first three days. Ovariotomy was followed by abortion 
in 2 out of 9 cases (22 per cent.); in 1 case the operation immediately followed 
Cesarean section and in 2 it was done during labour, the child being delivered by 
forceps. All the patients recovered except one, who died from intestinal obstruction 
due to adhesion of a coil of intestine to the pedicle. The importance of conserving 
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part of the ovary after enucleation of the tumour was exemplified by the subsequent 
occurrence of pregnancy in a case of bilateral fibroma. Spencer thinks that many 
ovarian fibroids and some dermoids might be treated in this conservative manner with 
advantage. Adhesions were found in about half the cases, usually when the condition 
was complicated by suppuration, strangulation or previous tapping. Finally, Spencer 
submits the following scheme of treatment :— 

A. During the first half of pregnancy remove all ovarian tumours except: (1) 
Lutein cysts complicating hydatidiform mole. (2) Bilateral tumours causing no 
symptoms, if the patient is childless; or, if operated on, part of an ovary should be 
left. (3) Primary adherent malignant cysts. (4) Secondary malignant cysts. 

B. During the second half of pregnancy: (a) All large ovarian tumours, and 
ruptured, inflamed and strangulated tumours should be immediately removed. (b) 
Small tumours which are in the abdomen, or which can be easily pushed up out of the 
pelvis, should be watched and, if no untoward symptoms arise, should be removed 
either at the end of pregnancy, or during the first stage, or after delivery. (c) Small 
tumours, which are incarcerated in the pelvis and cannot easily be replaced in the 
abdomen, may be watched and removed at the end of pregnancy or in the first stage. 
If the tumours are adherent or solid, Cesarean section should be done. In all 
ovariotomies during pregnancy the vessels of the pedicle should be separately tied, 
the pedicle should be ligated as far as possible from the uterus, and morphia should 
be given for the first two or three days after operation. 

C. During labour : Abdominal ovariotomy, immediate in the case of large tumours ; 
at the end of the first stage, or after delivery in the case of small tumours. When 
done at the end of the first stage, a second operator may deliver the child by forceps 
while the tumour is being removed. When labour is advanced and a cystic tumour is 
impacted in the pelvis, it may’ be advisable to deliver the patient by the natural 
passages, after evacuation of the tumour by incision and packing the cyst with gauze ; 
but the tumour should be removed within 24 hours, preferably by the abdominal 
route. Vaginal ovariotomy, though simpler in technique, presents greater danger 
from hemorrhage, greater difficulty in securing the pedicle, and other disadvantages. 
Induction of premature labour, forceps, version, and simple tapping of a cyst as a 
means of overcoming the dystocia are absolutely contra-indicated. 

D. In the puerperium: Ovarian tumours should be removed as soon as practi- 
cable, when possible within 24 hours of delivery. If there is doubt as to the aseptic 
condition of the uterus a delay of a week or two may be advisable, unless strangula- 
tion or infection of the tumour demands its immediate removal. Mites H. PHituiprs. 


The use of Momburg’s Tube in Post-partum Hzmorrhage. 

A. RiELANDER, Marburg (Zentralb. f. Gyn., 1909, No. 28), has applied Momburg’s 
tube in nine cases of post partum hemorrhage but without any beneficial results. 
The bleedings were due to atony, placenta previa or laceration of the cervix. In 
all cases the pulse became accelerated and weaker, and the bleeding persisted so that 
plugging, hot irrigation, and massage of the uterus were necessary. Rielander 
suggests that the reason the method fails in post partum hemorrhage may be that 
the stomach and intestines have not been properly emptied. J.J. M. 


The Injection of Adrenalin to Prevent Hemorrhage during the 
Removal of Placental Remains after Abortion. 

O. GrasseR, Hermannstadt (Zentralb. f. Gyn., 1909, No. 25), recommends as a 
means of anesthetizing the uterus and reducing the amount of blood in it, before 
the evauation of retained matter after abortion, the injection of lcc. of a 1 per 
cent. or 2ccm. of a 0°5 per cent. solution of cocain to which 8 drops of a 1 per cent. 
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solution have been added, on the right and left, and if necessary on the anterior 
and posterior sides of the portio vaginalis, 1 or 2 cm. deep in the tissues. The 
operation under this method has been almost bloodless and without any subsequent 
hemorrhage. J.J. M. 


Caution against Adrenalin. 


An anonymous writer (Zentralb. f. Gyn., 1909, No. 25) who has had two deaths 
after injections of adrenalin into the portio is constrained to warn his colleagues 
against its use. He employed one part of Parke Davis and Co.’s solution to 10 
of an 8 per cent. of sodium chloride, of which he injected 3 fillings of a syringe of 
one gramme capacity. As the former solution contained only one part of adrenalin 
to one thousand the patient only received 0°0003 gm. of the drug altogether. The 
writer states that he has injected more than double this amount in more than 50 
cases without any harm whatever, as both the fatal cases were also chloroformed 
the possibility of death from chloroform cannot be excluded. J.J. M. 


Placental Amylogenesis. 


Batierini, Parma (Annali di Ostet. e Ginecol., June, 1909), contributes a reply to 
criticisms of his work with further observations. Opocher maintained that the 
placenta regulated the interchange of sugar between the mother and fcetus, a proposi- 
tion with Ballerini denies. E. H. L. O. 


A Case of Amelia Completa. 


Grassi, Milan (Annali di Ostet. e Ginecol., June, 1909), describes a case of this 
anomaly. Fortunately, such monstrosities permitting the survival of the child are 
very rare. Instances are recorded of children lacking one or more limbs, but Dr. 
Grassi has been unable to find a record of any child entirely lacking all its four limbs. 
The child was the daughter of a quartipara who experienced nothing abnormal during 
her pregnancy except the lateness and slightness of foetal movements. It was born 
normally by the breech but no note was made of the quantity of liquor amnii. At 
birth it weighed 1850gm. and was 29cm. long. The circumferences of thorax, 
abdomen and pelvis were respectively 26, 28 and 24cm. The child was admitted to 
hospital but no wet nurse would suckle the monster, which failed to thrive on 
artificial feeding, though its functions seemed normal, and it gradually sank and died 
when two months old. 

The spinal column and shoulder girdle were normal but there was no trace of 
humerus or of any part of the upper extremity. The lower limbs were represented 
by projections of the size and shape of a mammary nipple slightly introflexed. At 
Padua in 1907, Dr. Cacchiola described a child living at the age of 3} years with 
complete absence of the arms; this child could carry food to its mouth by means of 
its toes. After reference to other cases, Grassi gives the results of histological 
examination of the brain and cord. The brain showed nothing markedly abnormal. 
In the cord the posterior roots seemed slightly atrophied, otherwise it seemed normal. 
Photographs of the child are given, as also of a foetus with stump arms and no legs 
(case described in Virchow’s Archives, vol. 193). E. H. L. O. 


Obituary. 
The July number of L’Obstétrique records the discours delivered at the grave of 
Dr. Bourneville of Bicétre by Dr. Bonnaire. During his tenure of office as a member 
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of the Conseil général de la Seine he proposed the appointment of obstetric officers to 
the Paris hospitals; in spite of backing from the Municipal Council and many of the 
staff of the hospitals, he met with great obstruction, and it was not till after a fight 
conducted for four years, with all Dr. Bourneville’s determination and vigour, that 
the reform was accomplished in 1882. He saw a safeguard for their lives in entrust- 
ing the women and infants to specialists, as in other branches of medicine. Thanks 
to him the obstetricians were enabled to place their skill at the service of the poor 
and to make their teaching power available to students. In this work, as in all the 
acts of his life, Dr. Bourneville served his country and humanity. E. H. L. O. 


Foundation Pierre Budin. 

The June number of L’Obstétrique records the inauguration of the Foundation 
Pierre Budin on the 24th of May by M. Loubet, ex-President of the Republic. This 
building has been erected to carry on the work in which Budin wore out his life and 
is fitted with all the conveniences of an infants’ dispensary. It will be under the 
charge of Dr. Maygrier. The speeches delivered on the occasion are given in full. 

E. H.L. 0. 





Reviews of Recent Books 


REVIEWS OF RECENT BOOKS. 


SemMELWEIs: His Lire anp Doctrine. A CHAPTER IN THE History or MEDICINE. 
By Sir William J. Sinclair, M.A., M.D., Professor of Obstetrics and 
Gynecology in the University of Manchester. Manchester: At the University 
Press. 1909. Pp. 370. Price 7/6 net. 


It would be well if every practitioner of midwifery and every obstetric teacher 
read Sir William Sinclair’s ‘‘ Life of Semmelweis’’ from board to board. He would 
rise from its perusal with not only a vastly firmer grasp of the risks that women run 
in their confinements and of the means by which these risks may be much reduced 
if not actually abolished, but also with a strong feeling of gratitude to the author of 
the book for the fascinating way in which he has told the absorbing story of the 
life of a great man, of a greatly maligned man, of a nearly forgotten man, of a not 
very wise man, of a hasty tempered man, and yet of a man who cannot be described 
as other than one of the heroes of medicine. Even the least interesting parts of the 
tale take hold upon us as presented by Sir William Sinclair; the dreary arguments 
against the discovery of Semmelweis brought forward by second-rate and jealous 
obstetricians are illuminated here and there by a touch of descriptive writing and 
character painting which gives them life. ‘l'here is Semmelweis’ chief, Professor 
Klein, the ‘‘ tolerant observer and passive resister,’ converted into ‘‘an active and 
dangerous enemy’’ by Skoda, the strenuous and outspoken supporter of the young 
Assistant. There is Scanzoni, ‘“‘the most vain and self-assertive teacher of Midwifery 
in Europe,’’ who‘‘ had committed himself in a publication to a theory of puerperal 
fever which was incompatible with that of Semmelweis’’ ; where the truth lay hardly 
mattered to him, ‘‘ he must fight’; and he was ‘‘ one of the most bitter, persistent, 
and unscrupulous opponents of the new doctrine.’’ There is Seyfert, the ‘‘ stipend- 
iary echo earning the approval of his chiefs’’; in all the ‘‘mad controversy and 
emotional detraction there is nothing to rival his contribution in monumental self- 
satisfaction, obscurantism, and imperviousness to new knowledge.’’ ‘There is 
Kiwisch, who thought he did no wrong in frequently examining pregnant and 
puerperal women immediately after doing post-mortem examinations, and under 
whose direction the Lying-in Hospital in Wurzburg showed a mortality of 26 per 
cent. in one year; he with an ex cathedra air gave a solemn pragmatic pronounce- 
ment against Semmelweis. ‘here is Lumpe, whose contribution is ‘‘ conceived 
unintentionally in a lighter vain,’? who rushes in where angels fear to tread, wno 
finds the theory of Semmelweis like the egg of Columbus, “too simple to be con- 
clusive”; he, however, is a sympathetic character, an honourable antagonist, and 
will go on in the old way till the new way is shown to be right; meanwhile “we must 
wait and wash (Warten und Waschen), he says! There is Virchow, who had not 
attacked the Semmelweis doctrine in any way, but had treated it with disdainful 
silence and continued to spread opinions which Semmelweis believed to be erroneous 
and harmful; the young Hungarian tackled the great oracle of medical Germany 
and said that his pupil-midwives knew better than Virchow what to do to prevent 
puerperal fever. Let it be added that Virchow in the end accepted the Semmelweis 
doctrine, in 1864, when his support came too late to give comfort. There is 
Hamernik, of Prague, with his circumscribed knowledge, reckless misstatement of 
facts, and animus everywhere; there is Levy of Copenhagen, the “quibbling pedant 
who had finally made up his mind”; and there is Litzmann of Kiel, whose letter is 
“a monumental piece of self-satisfaction.” Even our own Sir James Simpson mis- 
judged Semmelweis at first, and in 1847 confused his discovery with the theory of 
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contagion known to British obstetricians ; but he found out his mistake and had “the 
quite unusual courage and candour to admit it” in 1850. On the other side are 
Semmelweis’s enthusiastic friends and the supporters of the new doctrine of the 
causes of puerperal fever. There is Skoda, who had himself suffered not a little for 
his pioneer work in introducing auscultation and percussion; there is Hebra, who 
expounded the new theory in an admirable article in the Journal of the Medical 
Society of Vienna; there is Dr. Haller, Senior Physician to the General Hospital in 
Vienna; and there is Arneth, who visited Edinburgh in 1851 and expounded the 
doctrine there so correctly that it came to pass that the “true pathology of puer- 
peral fever was first taught with clearness and conviction in Edinburgh and Buda 
Pesth” (where Semmelweis himself was), and so “gave these Schools of Medicine a 
start of more than two decades over the rest of Europe.” And then there is the 
central figure, Semmelweis, “the Hungarian in everything but name,” with clear 
head and kind heart, appalled by the terrible mortality in the First Obstetric Clinic 
at Vienna, and for long confounded by its mystery, devoting himself with 
feverish energy and amazing thoroughness to post mortem examinations in order to 
read the riddle of the cause of puerperal fever, and all the time continuing to 
examine parturient patients after conducting autopsies, making his great discovery 
and rejoicing to see the puerperal mortality of the First Clinic falling from 7 per 
cent. to less than 1 per cent. under his new treatment, becoming “an object of 
derision and the butt of the obscurantist seniors and the sycophantish juniors of 
the Medical Department,” turning his back upon Vienna with its friends as well as 
foes, and betaking himself to Buda Pesth (his native city), for many years refusing 
to write a line in support of his doctrine, believing that it was bound to make its 
way in-the world by reason of its merits alone, publishing at last his Die Aetiologie 
des Kindbettfiebers, receiving some tardy recognition just when it was almost too 
late, showing to the horrified eyes of his young wife and friends the signs of 
insanity, and dying from a poisoned wound of his finger of the disease to the 
prevention of which his whole professional life had been devoted. It is a tragic 
tale, told with all the dramatic force, grandeur, and weirdness of the Greek drama; 
as in the Agamemnon of Aeschylus so here we see from the beginning the portents 
of the coming doom, and are not surprised but only deeply impressed by the final 
catastrophe. Had it been otherwise, midwifery would have taught antisepsis and 
asepsis to surgery, instead of having to wait for Pasteur and Lister and to learn from 
Surgeons how to apply to confinement cases the prophylactic measures which had 
been employed long before in Buda Pesth by Semmelweis. It is a strange and 
arresting story; as we read we are now sympathetic with Semmelweis and now 
exasperated by him; his enemies make us angry by their malignity and his friends 
irritate us by their want of tact; we are vexed by his inaction and stand aghast 
at his hasty and ill-considered action; and all the time we are thinking of the 
thousands of puerperal deaths which were happening and which might have been 
prevented had things been otherwise. We are not surprised that Sir William 
Sinclair has written 369 pages about this man and his work, and we are more ready 
to forgive him when he accords slighter recognition to Oliver Wendell Holmes for 
his share in the discovery than did the late Dr. Cullingworth in the pages of this 
JouRNAL; for assuredly Holmes was never called to suffer from his colleagues what 
Semmelweis endured (although he was not left unpersecuted), and he built up his 
theory on no such elaborate understructure of post mortem evidence, clinical facts, 
and well-reasoned arguments as did the young Hungarian Obstetrician. All honour 
to the genial author of the Autocrat of the Breakfast Table, but let us accord his 
due share to the Professor of Obstetrics in Buda-Pesth, and that share is much the 
larger of the two. J. W.B. 
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CuintcaL Report oF QUEEN CHARLOTTE’s LYING-IN HospiTAL FoR 1908. 


We have again much pleasure in reviewing the Clinical Report of Queen 
Charlotte’s Lying-In Hospital, and must congratulate the Hospital on the increase 
by 175 of the indoor patients, and the large number of midwives and monthly 
nurses trained during the year. We regret, however, to see that only 27 medical 
students and 43 practitioners availed themselves of the valuable clinical material 
of this great Maternity Hospital. 

In dealing with the Report we are compelled to refer only to the more striking 
features of it, and we propose on this occasion to draw attention, first of all to 
favourable aspects, and secondly to those that appear less satisfactory. 

We are pleased to see that although the accommodation ig considerably taxed, 
the patients’ stay in the Hospital is still 12 days—a residence most favourable as 
compared with other lying-in institutions. 

Another most satisfactory feature is the lowering of the maternal morbidity, 
and that, in spite of the fact that the test for morbidity is a very stringent one. 
“* Any case in which the temperature rises above 100° at any time after birth is 
reckoned as a case of morbidity. In all cases, with the exception of those in which 
a four hours’ chart is kept, the temperature is taken in the mouth at 8a.m. : 2p.m., 
and 8p.m.”’ With this stringent test the morbidity has fallen to 174 per cent. 
As is pointed out this figure might really be fairly reduced if those cases are 
excluded in which the temperature only rose on one occasion. Indeed the authors 
estimate, what they call, their ‘‘true morbidity rate’’ at 7°9 per cent. 

Yet another feature of the Report, and one on which the Staff are to be con- 
gratulated, is the number of cases of pelvic deformity in which spontaneous delivery 
occurred. For some years it has been a feature of Queen Charlotte’s Reports, and 
we congratulate the medical staff uopn the valuable figures which they supply on 
this subject in Table VI. The results from induction of premature labour in 
contracted pelvis are also most satisfactory. The foetal mortality was only 20 per 
cent, 

In this connection it is very striking that there were only three foetal deaths 
when labour terminated spontaneously (if one excludes the macerated foetus born in 
one case), no deaths where labour was completed by forceps, while where labour 
was terminated by version only one child out of six survived. These excellent 
results are undoubtedly due to the extreme care taken in selecting the cases. ‘he 
authors state ‘“‘that the date was chosen on the relative size of the head and the 
pelvis, and was generally in the 37th week of gestation.” 

We believe also that the treatment of Eclampsia adopted in the hospital is the 
most generally approved at present. ‘‘ Morphia and saline infusion with purgation 
were the first methods used, then if the condition did not improve, venesection to 
an amount dependent on the degree of cyanosis present, followed by infusion of 
saline into the vein. If in spite of these measures the condition still became bad or 
aggravated, delivery was completed.’ 


In this connection the notes by Mr. Banister are of special interest. 


The part of the Report which deals with Obstetric operations is the least 
satisfactory. Taking occipito-posterior cases, for instance, the Report states—‘‘ that 
if after two hours in the second stage spontaneous rotation forwards of the occiput 
has not taken place, the usual practice adopted is to anesthetise the patient and 
rotate the child, bringing the occiput forward and then deliver with forceps.’’ As 
regards such cases it is stated that manual rotation of the occiput forwards was 
required in 41 instances. This is a very large proportion, and only to be explained 
by the early interference practised. 
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Cesarean Section was performed eleven times ; in eight cases for advanced degrees 
of pelvic contraction, in one case on account of carcinoma of the sigmoid colon 
associated with abscess, and in one after an unsuccessful attempt to deliver by 
craniotomy. 

The case of malignant disease was evidently a very hopeless one, but in reading 
over the Report one finds it stated that only after the abscess had burst during the 
operation was the general abdominal cavity packed with gauze. It is surely better 
in such cases to shut off the general abdominal cavity beforehand. 

Another case of Cesarean Section also calls for comment. It is the one in which 
the indication for the operation is stated to have been Tonic Contraction of the 
Uterus (p. 24). The general unsatisfactory condition of the patient on admission is 
described. It is stated that her pelvis was normal, and that there was no apparent 
cause for the protracted labour. Then comes a descripion of the treatment followed, 
we quote the report verbatim :— 

“‘The patient was anesthetised, and the child being dead the head was 
perforated. A blunt hook was introduced into the hole thus made and traction 
used to extract the child. No advance was effected by these means, and the 
craniotomy forceps met with a like result. The hand was then introduced into 
the uterus and passed up as high as the shoulders, both arms brought down and 
forcibly pulled upon. Still no advance was made. Cesarean Section was then 
decided upon as the only means of delivery.” 

The woman died, a result that did not cause us much surprise. 

Failure to deliver a head after perforation seems not uncommon in Queen 
Charlotte’s Hospital, for in the craniotomy cases (Cases I and II, p. 21) version had 
to be performed after perforation and attempts to deliver with hooks and craniotomy 
forceps had failed. Similar experiences were not uncommon years ago before the 
three-pronged instrument, associated specially with the names of Tarnier, Auvard 
and Winter, was employed, but now, unless the pelvis is extremely deformed, it is 
always possible to deliver the crushed head with it. 

As regards the hemorrhages we should have been interested to hear a little 
more fully how hemorrhage was arrested in cases of accidental hemorrhage. ‘I'he 
Report stated :—‘‘ When the pains were good the membranes were ruptured and a 
tight binder applied. In the severe cases treatment was directed to stopping the 
bleeding and exciting pain.” The manner in which this was done is not stated. 
Can it be possible that ‘‘ plugging’? was really employed in a great London 
Maternity Hospital! ‘The news, if true, must be broken gently to our Irish 
Obstetric confréres. 

We are surprised to find no reference made to pubiotomy or symphysiotomy. 
Case 3, referred to under Craniotomy (p. 21), appears to have been a suitable case 
for either of these operations. 

Many most interesting tables are given, and altogether the Report is of much 
interest and value. J.M.M.K. 





